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SECTION 1.0 SCOPE OEONTRACT

This Contract, byand betweerhie Department of Medical Assistance Services (hereinafter
referred to as the Department or DMy&hd the Contractors for the provision of Medicaid
managed long term servicesand supporess i ndi vi dual s enrol |l ed i
Commonwalth Coordinated Care Plus (CCC Plus) Progrémaccordancaith MLTSS RFR
201601, the initial period of this Contrastasfrom Augustl1, 2017 through December 31,

2017 and automatically renevennuallythereafteion July 1 (per state fiscal yedgr a period

of five (5) fiscal yearswith the potential for up téive (5) 12month extensionsRefer to Section
21.0Renewal/Termination of Contrafdr terms and conditionsAll Contracts and rates will be
renewed annually as needed, subject to CMS argirva legislative approval

Under this Contracthe Contractor shatiperate in all §six) regions of the Commonwealth and
in all localities in each regigmexcept as outlined in Section R2adiness Reviewhe
Contractor shalprovidethe full scope of serviceand deliverablethrough an integrated and
coordinated system of carerasgjuired, described, amidtailed hereinconsistent wittall
applicable laws and regulations, and in compliance setliice and delivery timelines as
speified by this Contract.

1.1 APPLICABLE LAWS, REGULATIONS, AND INTERPRETATIONS

The documents listed hen shall constitute th€ontract between the parties, and no other
expression, whether oral or written, shall constitute any part of this ContragtcoAfiict,
inconsistency, or ambiguity among the Contract documents shall be resolved by giving legal
order of precedence in the following order:

Federal Statutes

Federal Regulations

1915(b)(c) CCC Plus Waivers

State Statutes

State Regulations

Virginia State Plan

CCC PlusContract, including all amendments and attachments including Medicaid
memos and relevant manuals uaslated

CCC Plus Technical ManuadcludingCCC Plus Core Performance Measures List
CCC Plus Encounter Technical Manual

ARTS Technical Maual

CCC Plus Program Operational Memoraada Guidance Documents

CCC Plus Model Member Handbook

DMAS Network Submission Requirements Manual (NSRM)

Too Joo Joo oo To To  Too o o oo o To Do

Any ambiguity or conflict in the interpretation of this Contract shall be resolved in accordance
with therequirements of Federal and Virginia laws and regulations, including the State Plan for
Medical Assistance Services and Department memos, notices, and provider manuals.

Services listed as covered in any member handbook shall not take precedence eveicdse s
required under this Contract or the State Plan for Medical Assistance.

n

t
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1.1.1 Guidance Documentsaand Department Forms

TheDepartmentnay issugguidance documents apdogram memoranda clarifying, elaborating
upon, explaining, or otherwise relatitgContract administration and clarification of coverage
The Contractoshallcomply with all such program memorandétaaddition,DMAS program
policy manuals, Medicaid Memos afarms used in the administration of benefits for Medicaid
individualsandreferenced within this Contraate availablen the DMAS web portal at:
https://www.virginiamedicaid.dmas.virginia.gov/wps/portal

1.2 COMMITMENT TO DEPARTMENT GOALS FOR DELIVERY SYSTEM

REFORM AND PAYMENT TRANSFORMATION

The Contractor shall work collaboratively with the Department on Health Information Exchange,
Medicaiddelivery system reform, payment reform, and other future key initiatives.
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SECTION2.0 REQUIREMENTS PRIOR TOPERATIONS
2.1 ORGANIZATIONAL STRUCTURE

2.1.1 Virginia Based Operations

The Contractor shall have a Virgidmased operation that is dedicated to this Contidn.
Department does not require clajraslization management, customer service, pharmacy
management, or Member services to be physically located in Virginia; hovleyse,service
areagnust be located within the United States.

2.1.2 Dedicated ProjectDirector and Project Manager

The Cortractor shall have a dedicated Virgil@&C PlusProjectDirector and ddicated Project

Manager located in an operations/business office within the Commonwealth of Virginia. The

Cont r act direttsr ard Proj¢ddanager, if desired, may provide asight for both the

Virginia CCC Plugprogramandthe Virginia DSNP programTh e Contr act or 06s Pr o
and Project Manager are expectedttendall meetings required by DMAS.

2.1.2.1 Project Director

TheContract or 0 s shlliecaptleezed amdiempoweted to make contractual,
operational, and financial decisions including rate negotiations for Virginia busifiee€CC
PlusProjectDirectorshallbe solely responsible to the Contractor (not a third party
administrator) and comyplwith all requirements of this Contract in that capacity.

2.1.2.2 Project Manager

The CCC PlusProject Manager shatlave the abilityo maketimely decisions about theCC
Plusprogram i ssues and shal/l represent CEhe Cont
PlusProject Manager must be able to respond to issues involving information systems and
reporting,appeals, quality improvement,dvhber services, service managemphgrmacy

management, medical management, care coordinateam payment, provider

relations/contractingand issues related to the hbakafety, and welfare of thedvhbes.

2.1.3 Medical and Behavioral HealthLeadership Staff

TheCo nt r &fkginia-bades locatioshallalsoincludea dedicated fulitime Virginia-
licensed Medical DirectéChief Medical Officey starting July 1, 201% dedicated fultime, or
contractedMedical Behavioral Health Director who is a Virgidieensed psychiatrist and
gualified in the diagnosis of mental illness/iaginia-licensedBehavioral HealthAddiction
Recovery Treatmer@linical Director, Long Term Services and Suppdbgector, andCare
CoordinationManagerableto performcomprehensive oversight and complith all
requirements covered under this Contract.

2.1.4 Provider Relations Staff

The Contractor shallave aProvider Network Manager responsible for network development,
recruitment, credenti al i ngroviderreationssstaiiuptbeme nt .
located within the geographic region where the Contractor opefate® Cont r act or 6s r
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provider relations staff shallavk with providersincluding faceto-face when necessany,
ensurehatappropriate and accuratdormationis collected duringhe credentialing process

The Contractor shall alsssurethat this provider information is accurately reflected in the

Co nt r grovderdigeaoryincluding but not limited tinformationont he pr ovi der 6s
culturalcompetency, disability accessibility and open panels.

The Contractor shall have dedicated staff available at all timesg business houfsr
providers to call for assistance regardihg CCC Plus prograimcluding but not limited to
community baseg@roviders and nursing facilitiesThese dedicated provider assistasizdf
shall be able to guide providers in all areas of the program and in all long term sandgces
supportoffered by the program Refer toSection 12.(Provider Services an@laims Payment

2.1.5 Consumer DirectionServicesManager

The Contractor shall have a dedicated project manag@uoiesumeiDirected(CD) services

The complexities of Consumer Datéon require that the CD project manafggus on the many
areas of consumer direction, patient pay and working with thelfEsgaloyer Ageni(F/EA).

The CD project manager shall thee chief liaison with the F/EAncludingtroubleshooting
payment issues, and serving as@uatractod Subject Matter Expert $ME) for consumer
direction. This individual shall not have major responsibility for any other portion of the CCC
Plus contract.Refer to the various sections of this Contract referencing Consumer Direction
and/or Patient Pay.

2.1.6 First-Tier, Downstream, and Related Entities

The Contractor shall hawsedetailed plain placeto monitor the performance on an ongoing
basis of all firsttier, downstream, and related entities to assure compliance with applicable
padlicies and procedures of the Contractor, including encounter data, enroliment, credentialing
and recredentialing policies apdoceduresThe plan shalbe in compliance with 42 CFR §
438.230 (b), the Medicaid managed care regulation governing delegadi@versight of sub
contractual relatioships by managed care entities.

2.1.7 Care Coordination Staffing

T h e Co n CareaGoardinatidgaff must be sufficient for itsnrolled population and

located within the geographic region where the Contractor operates. Additioma&hgch region
where the Contractor participates and se@€€ PlusMembers, the Contractor shall have at
least one (1) dedicat&giare Coordinatowithout a caseload to assist individuals with the goal of
transitioning from institutional care to the communiSeeSection 5.0CCC Plus Model of Care
for more information.

2.1.8 Key Personnel

The Cont r a Oireotor,ojecRlanager€laief Medical Officer/Medical Director,
Pharmacy Directofyledical Behavioral Health DirectoBehavioral Health Director, Director of

Long Term Services and Support, Chief Financial Officer, Chief Operating Officer or Director

of Operations, Qualitipirector, Senior Manager of Clinical Services, Claims Director, IT

Director, Compliance Office ADA Compliance Directo(can be the same as the Compliance
Officer), and/ or equival ent pUpsenirdaquest hy(the Depatment i k e y
effective July 12019, he Contractor shall submit to the Department the name, resume, and job
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description for each of the key personnel to the Department within filrigi)esslays ofthe
requestReferenceSection 2.1.3Medical and Behavioral Health Leadership Staffadditional
staffing qualifications for the Medical Behavioral Health DireckReference Section 103l
Staffingfor additionalstaffing qualifications for the Quality Director amglality management
and improvementelated staffing requirements.

2.1.9 Notification of Key Personnel Changes

At any time during the effective dates of this Contract, if the Contractor substitutes another
individual in a key staff position awhenever a key staff person vacates the assigned position,
the Contractor shiahotify the Departmenwithin five (5) businesslays angrovide the name(s)
and resume(s) of qualifiggermanent or temporargplacemergs).

2.1.10 Department Concerns Related to Staffing Performance

If the Department is concerned that any of thep@ygonnel are not performing the
responsibilities, including but not | imited t
description, the Contractor will be informed of this concern. The Contractor shall investigate said
concerns promptly, take any exts the Contractor reasonably determines necessary to ensure

full compliance with the terms of this Contract, and notify the Department of such actions. If the
Contractords actions fail to ensure f wmddl comp
by the Department, corrective action provisions may be invoked.

2.2 READINESS REVIEW

The Department and/or its duly authorized representaivalcondud readiness review(s)

which mayincludedesk reviews and sitgsits. This review may be conduaerior to

enrollment of any Members in the MCO, prior to the renewal of the Contract, prior to the

Contract being amended to add a new covered population or any new aid categories, and anytime
thereafter upon the Depar tonse ndti 6ssbisreaegspshallt and
be conducted prior to enrollment of any Membeith the Contractor and/qrior to the renewal

of the ContractThe purpose of the review is to provide the Department with assurances that the
Contractoris able and pregred to perform all administrative functions and to provide-high

quality services to enrolled Members.

The review will document the status of fentractomwith respect to meeting program standards
set forth in thé-ederal and State regulaticersd thisContract, as well as any goals established
by the Department. The scope of the readiness revishg#l)nclude, buts not limited to,a
review ofthe following elements
1) Network Provider composition and access;
2) Staffing, including Key Personnel anahictions directly impacting Members (e.qg.,
adequacy of Member Services staffing);
3) Care coordination capabilities;
4) Content of Provider Contracts, including any Provider Performance Incentives;
5) Member Services capability (materials, processes and infras&ye.g., call center
capabilities);
6) Comprehensiveness of quality management/quality improvemenitiéindtion
management strategies;
7) Internal gievance an@dppeal policies and procedures;
8) Monitoring of all first tier,downstreamand related entities

13



9) Fraud and abuse and program integrity policies and procedures;

10)Financial solvency;

11)Information systems, including claims payment system performance, interfacing and
reporting capabilities and validity testing of Encounter Data, including IT testing and
security assurances.

In the instance where there is a change to the Contract terms that does not affect one or more of
the elements above, and when the Department has previously conducted a readiness review on
the nonimpacted element(s), the Department tiesdiscretion to deem that the previously
conducted readiness review for Aiompacted items is sufficient to meet readiness requirements.

No individual shall be enrolledinh e Cont r a c tpoorté the Depadnenhakinga a n
determinatiortha the Contractor is ready and able to perform its obligations under the Contract
as demonstrated during the Readiness Review.

As a result of findings from the Readiness Review, the Department may make a determination
that the Contractor is not able to foem any or all of its obligations under this Contrathe
Department reserves the right to deny participatisome orall areas of the Commonwealth

for theCCC Plus prograrif the Contractor fails the Readiness Revigithin the timeframe
specified

This Gontract is forall contractedhealth plans to participate statewideall regions and

localities However, the Department further reserves the righehy participation in certain
cities/counties where it is found the Contradtas eithenetwork or staffing inadequacyAt

that time, théDepartment may utilize one or all of the following: (1) issue a corrective action
plan outlining the problematic areas and the timeframe required for compliance; (2) freeze
enrollmentstatewidefor any new Members until statewide participation is reed; and/or (3)
terminate this @ntract (efer to Sectior21.0Renewal/Termination of Contrgct

2.3 LICENSURE

The Contractor shall obtain and retain at all times during the period of this Contract a valid

license i ssued with AHealth Maintenance Organi za
Corporation Commission and comply with all terms and conditions set forth @otthe of

Virginia 88 38.24300through 38.24323, 14 VAC 5211-10 et seq. and any and all other

applicable laws of the Commonwealth of Virginia, as amendedopy of this license shall be

submitted with the signature page at each annual contract renewal.

2.4  CERTIFICATION OF QUALITY

Pursuant t@ 32.3137.1 through 8§ 32376 Code ofVirginia, and 12 VAC 540810 et seq., all
managed care health insurance plan licensees must obtain service area approval certification and
remain certified by th¥’DH Office of Licensure and Certification (former8tate Health
CommissioneCenter for Quality HealtlCare Services and Consumer Protegttorconfirm the

quality of the health care services they deliviéailure to maintain certification may resirit

termination of tis Contract. A copy of this certification shall be submitted with the signature

pageat each annual contract renewal.
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2.5 NATIONAL COMMITTEE FOR QUALITY ASSURANCE (NCQA)

ACCREDITATION

The Contractoshallobtain and retain health plan accreditation by the National Committee for
Quiality Assurance (NCQAJf the Contractotis not accredied atstartup, the Contractor shall
adhere to NCQAtandards while working towagatcreditation baseah the most current

version of NCQA Health Plan Accreditation Standari@gfer toSection 10.13National
Committee for Quality Assurance (NCQA) Accreditafmmmore details regarding
requirements, milestonesdrelatedtimelines.

The Contractor shall advise the Department within ten (10) calendar days if the Contractor has
received notificatioirom NCQA of a change in its accreditation status.

2.6 DUAL EL IGIBLE SPECIAL NEEDS PLAN (D -SNP)

The Contractoshallhave an approved Dual Eligible Special Needs PlaBNP) contracin all
localities in each region where the health plan providescaesrvinder th€ CC Plusprogram
Contract obegin operating a EBNP inall localities in each region where the health plan
provides services under this Contract witthiree(3) years of being awarded a CCC Plus
programContract.

Att h e De p disaketiore failuré ® comply with this requirement may deem the Contractor
nortcompliant and subject termination of this ContracRefer toSection 21.0
Renewal/Termination of Contract

The Contractor shall respond to requests from the DepartmentSdiHDoperational, benefit,
network, performance, financial, and oversight information that directly impacts the continued
integration of Medicare and Medicaid benefits in order to maintagaeless service delivery of
Medicare and Medicaid benefits to dual eligible Members. The Contigwtiralsonotify the
Department of significant changes in Medicare information to beneficiaries, benefits, networks,
service delivery, oversight results, policy that are likely to impact the continued integration of
Medicare and Medicaid benefits undeist@ontract.

In any instance when the CMS approve@INP servi ce areas do not mat
CCC Plus service areas, the State may restrecCCC Pluservice are#o align with the CMS

approved BSNP service areag/hen appropriate, the State may work with the Contractor to

achieve fully aligned service areas prior to terminating the Contract.

2.6.1 Default Enrollment

Effective Januaryt, 2020, tate Contracted BSNPs not previously approved by CMS for default
enrollment activities shall submit to CMS an initial application to perform such activities subject
to the requirements of 42 CFR § 422.66, as outlined below, and applicable Qtg8aey
subguidancgincluding the Medicare Managed Care Manual, Chapter 2, Section 40.1.4.

CMS approval of an initial application to perform default enrollment activities lsbalbtained
by no later tharive (5) calendar dayisefore initiating Default Enrollment activities. Once
authorized by CMS to perform default enrollment activities, state contrac8H3 shaltenew
such authorizations in accordance with the reguénts and timeframes of 42 CFRZ266 and
applicableCMS regulatory subguidance. Statentracted BSNPs shall coordinate default
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enrollment of newly Medicare eligible individuals who are curreetigolled only in its
companion Medicaid plan, who are agimgo Medicare, as well as thoseatijfying for
Medicare upon completion of the-Bgonth waiting period due to a disability.

The conditions of default enrollment42 CFRS8 422.66arelistedbelow. The Contractor shall
ensure that the following conditions are met before initiating default enrolbugwities,
including enrolling individuals into a Medicare Advantage dual eligible special needs plan.

1. During an individual's initial coverage election period, an individual may be deemed to have
elected a MA special need&nfor individuals entitled to medical assistance under a
Stateplanunder Title XIX (includirg afully integrated dual eligiblepecial needs plaas

defined in§ 422.9 offered by the organization provided all the following conditions are met:

(A) At the time of the deemed election, the individual remains enrolledaffidated Medicaid
managed carglan For purposes of this section, affiliated Medicaidmanaged carglanis one

that is offered by th&IA organizationthat offers the dual gible MA special needslanor is

offered by an entity that shares a parent organization withidédcbrganization

(B) The state has approved the use of the default enrollment process in the contract described
in 8 422.107and provides the information that iscessary for th&lA organizationto identify
individuals who are in their initial coverage election period;

(C) TheMA organizationoffering the MA special needsanhas issued theoticedescribed

in paragraph (c)(2)(ivof this section to the individual,;

(D) Prior to theeffective datedescribed irparagraph (c)(2)(iiipf this section, the individual

does not decline the default enroliment and does not elect to receive coverage other than through
the MA organization

(E) CMS has approved thelA organizationto use default enrollment undegsiragraph

(c)(2)(ii)of this section;

(F) TheMA organizationhas a minimum overall quality rating from the most recently issued
ratings, under the rating system describegdnl22.16Ghrough 422.1660f at least 3 stars or is
alow enollment contracor new MA planas dfined in§ 422.252 and

(G) TheMA organizationdoes not have any prohibition on new enrollment imposed\b$.

The statecontracted ESNPs shall report on default enrollment statistics monthly to the
Department on an informational basis only, as specifiéd statecontracted MIPPA
Agreement.

The Department will continue to establish requirements to improve alignment for dual eligible
members, including, but not limited to initiatives that enhance care coordination. State
contracted ESNPs shall collalrate with the Department, and CMS as applicable, in developing
and implementing additional strategies that enhance alignment of dual eligible members enrolled
in D-SNPs and companion Medicaid Plans.

2.7 BUSINESS ASSOCIATE AGREEMENT (BAA)

The Contractor shall be required to enter into a DM&#pProvedBusiness Associate Agreement
(BAA) (attached)ith the Departmentio comply with regulations concerning the safeguarding
of protected health information (PHI) and electronic protected he&tthmation (ePHI). The
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Contractor shall comply, and shall ensure that any and all subcontractors comply, with all State
and Feder al | aws and regul ations with regards
PHI and ePHI. This includes but is rimnited to 45 CFR Parts 160 and 164 Modification to the

HIPAA Privacy, Security, Enforcement, and Breach Notification Rules Under the Health

Information Technology for Economic and Clinical Health Act and the Genetic Information
Nondiscrimination Act; OtheModifications to the HIPAA Rules; Final Rule, January 25, 2013

and related regulations as they pertain to this agreement. The Contractor shall keep abreast of the
regulations. The Contractor shall comply with all current and future HIPAA regulations at n

additional cost téhe Departmentr CMS. A sample of the BAA is shown as Attachment 2.

2.8 AUTHORIZATION T O CONDUCT BUSINESSIN THE COMMONWEALTH

The Contractqras a stock or nestock corporation, limited liability company, business trust, or
limited partnershipor registered aslamited liability partnershipshall be authorized to transact
business in the Commonwealth as a domestic or foreign business entity if so required by Title
13.1 or Title 50 of th€ode of Virginiaor as otherwise requirddy law. Any business entity
described above that enters into a contract with a public body pursuant to the Virginia Public
Procurement Act shall not allow its existence to lapse or its certificate of authority or registration
to transact business in ther@monwealth, if so required under Title 13.1 or Title 50, to be
revoked or cancelled at any time during the term of the contract. A public body may void any
contract with a business entity if the business entity fails to remain in compliance with the
provisons of this section.

2.9 CONFIDENTIALITY STATUTORY REQUIREMENTS

The Contractor understands and agrees that DMAS may require specific written assurances and
further agreements regarding the security gaindacy of protected health information that are

deened necessary to implement and comply with standards under the HIPAA as implemented in
45 CFR, parts 160 and 164. The Contractor further represents and agrees that, in the performance
of the services under this Contract, it will comply with all legal ohiiges as a holder of

personal data under tiéode of Virginia8 32.2127.1:03 The Contractor represents that it

currently has in place policies and procedures that will adequately safeguard any confidential
personal data obtained or created in the canirfdfilling its obligations under this Contract in
accordance with applicabfate and-ederal laws. The Contractor is required to design,

develop, or operate a system of records on individuals, to accomplish an agency function subject
to the PrivacyAct of 1974, Public Law 9579, December 31, 1974 (5 U$652a) and

applicable agency regulations. Violation of the Act may involve the imposition of criminal
penalties.

2.9.1 Federal Confidentiality Rules Related To Drug Abuse Diagnosis and Treatment

The Contractor shall comply witheBeral confidentiality law and regulations (codified as 42
usCcg290d? and 42 CFR Part 2 (APart 20)) outline:
i nformation about the patient 6sosedmithsahdance use
without t he 4ICFRePart 2applies o any iediuia or entity that is &derally

assisted and holds itself out as providing, and provides, alcohol or drug abuse diagnosis,

treatment or referral for treatment (42 CFR 8 2.Thg regulations restrict the disclosure and

use of alcohol and drug patient records which are maintained in camedtih the performance

of any Federally assisted alcohol and drug abuse program (42 CFR § 2.3(a)). The restrictions
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applytoanyinformatin di scl osed by a covered program t
al cohol or dr ug 2dXa) @) With émitedEextceptiotsF4R CHR Part 2

requires patient consent for disclosures of protected health information even for the pairposes
treatment, payment, or health care operations. Consent for disclosure must be in writing.

The Contractowill not be held accountable to provide care coordination unddicfon and
RecoveryTreatmentServices (ARTS)SeeDefinitionsin Section 23.1)f they have not received

written disclosure from thBle mb e r 6 s (Sea Attachmere 4 of this Contract)

2.10 DISCLOSURE OF OWNERSHIP AND CONTROL INTEREST
In accordance with Federal regulations contained in 42 CFR 88 455.100 through 483.106
CFR§438.604(a)(6)42 CFR8 438.608(c)(2and42 CFRE& 438.610the Contractor shall
disclose all of the followindgortheC o nt r a c tr(s)rarid snanagmg employee(s)persons
or corporations with an ownership or control
1 Information on ownershipnd control (42 CFR § 455.104);
1 Name, address, date of birth, and Social Security Number of any managing employee;
1 Information on whether a person or corporation with an ownership or cortgst in
t he Cont rdfove mpercenty5%) dr more interest is related to another person
with ownership or control interest in the health plan as a spouse, parent, child or sibling
(42 CFR8§ 438.604(a)(6); 42 CFR 455.104(b)(2); 42 CFR 438.608(c)(2))
1 Information on whether a p@ns or corporation with an ownership or control interest in
any subcontractor in which tt@&ontractothas dive perceni{5%) or more interest is
related to another person with ownership or control interest in the MCP as a spouse,
parent, child, or sibling
1 Information of any other disclosing entity in which an owner of the Contractor has an
ownership or control interest;
Information related to businessnsactions (42 CFR § 455.10&jd
Information on persons convicted of crimes against Federally rélatdth care
programs (42 CFR § 455.106)

= =

The Contractor shall provide the required information using the Disclosure of Ownership and
Control Interest StatemerlDMAS 1513), included as part of the Contractor Specific Contract
Terms and Signature Pagesnaally at the time of Contract signing.copy of the form may be
found on the DMAS website at
http://Mmww.dmas.virginia.gov/files/links/511/Disclosure%200f%200wnership%20and%20Contr
01%20Interest%20Statement%20(DMAS13)%20%20.pdf The Contractor shall also disclose
theinformation described in thisstion a least five (5) calendar days prior to arhange in
ownership, concerning each Person with Ownership or Control Interesicordance with
Section 1903(m)(4)(B) of the Acth& Contractor shathake any reports of transactions between
the Contractorand parties in interest that are provided® state, or other agencies available to
its Memberaupon reasonable request.

Additionally, the Contractor shall submit tktempleted form to the Department withiirty-

h

fve B35’ cal endar days of the Depart meedirdosmatiom quest .

accurately, timely, and in accordance with Federal and Contract standards may result in refusal
to execute this Contract, sanction as described iEtif@cement, Remedies and Compligance
Section18.00f this Contract and/or termination ifis Contract by the Department.
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The Contractor shall maintain such disclosed information in a manner which can be periodically
reviewed by the Department. In addition, the Contractor shall comply with all reporting and
disclosure requirements of 42 U8SQ396b(m)(4)(A), 42 CFR 438.610 and 42 CFR

455.436.

The Contractor shall conduct monthly checks f
employees against the Federal listing of excluded individuals and entities (LEIE) dafEhase.

LEIE daibase is available http://www.oig.hhs.gov/fraud/exclusions/exclusions_list.asp

Federal database chedtsall be consistentith the requirements 42 CFR8 455.436 The

Contractor shalktonfirm the identity and determine the exclusion status ofthen t r att or 6 s
subcontractorsas well as any person with an ownership or control interest, or who is an agent or
managing employee of tl@ontractor/subcontractdnrough raitine checks of Federal databases.

2.11 PROHIBITED AFFILIATIONS WITH ENTITIES DEBARRED BY FEDERAL

AGENCIES

In accordance with 42 USC § 139€(d)(1),and further explained i#2 CFR 88 438.610 and

455 Subpart B, and the State Medicaid Director Letter SMDLGB(available at
http://www.cms.gov/smdl/downloads/SMD061208.pthe Contractoor its subcontractors

shall not knowingly havermemployment, consultinggrovider agreementr other agreemeiir
relationshipfor the provision of items and services that are significant and material to the
Contractords obligati ons u n diaterof such pessonGuianis r act
excluded, under Federal law or regulation, from certain procurement afgfommrement

activities. Further, no such person may have beneficial ownership of more than five (5) percent
of the Contract or thserveaspa direcyor, aficer, brgpartpeeaftha t t e d
Contractor. Additionally, the Contractor and its subcontractor are further prohibited from
contracting with providers who have been terminated from the Medicaid program by DMAS for
fraud, waste and abuse

The Contractoshallreport to the Department within fi(€) calendaidays of discovery of any
Contractor or subcontractor owners or managing employees identified on the Federal List of
Excluded Individuals/Entities (LEIE) database and the action takéine Contractor.

Failure to disclose the required information accurately, timely, and in accordance with Federal
and Contract standards may result in refusal to execute this Contract, termination of this
Contract, and/or sanction by the Department.

In accordance with2 CFR§ 438.610(d)(3); 42 CFR 438.610(a); Exec. Order No. 12548
the Department finds that the Contraatonot in compliance anldlas a prohibited relationship
with an individual or entity that is debarred, suspended, or otheexgdeded from participating
in procurement activities under the Federal Acquisition Regulation (FékR)om participating
in nonprocurement activities under regulations issued under Executive Order No. 12549, or if the
Contractor has a relationship wh individualwhois an affiliate of such an individual, the
Department
i.  shall notify the Secretary of the noncomplignce
ii.  may continue an existing agreement with the Contractor unless the Secretary directs
otherwise; and,
ili.  may not renew or otherwise extette duration of an existing agreement with the
Contractor unless the Secretary provides to the State and to Congress a written
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statement describing compelling reasons that exist for renewing or extending the
agreement despite the prohibited affiliations.

In accordance with 42 CF&438.610(d)(3) and 42 CF&438.610(b) if the Department learns

that the Contractor has a prohibited relationship with an individual or entity that is excluded from
participation in any Federal health care program under secti?® or 1128A of th&ocial

SecurityAct, the Department may not renew or extend the existing agreement with the
Contractor unless the Secretary provides to t
describing compelling reasons that exist Emewing or extending the agreement despite the

prohibited affiliation.

2.12 EXCLUDED ENTITIES
The Contractor shall, upon obtaining information or receiving information from the Department
or from another verifiable source, exclude from participationirCtieen t r act or 6 s pl an
Contract all provider or administratientitieswho have been excluded from participation in the
Medicare, Medicaid, and/or SCHIP programs pursuant to Sections 1128 or 1156 of the Social
Security Act or who are otherwise notgonod standing with thBMAS Medicaid or FAMIS
prograns. The Contractor shall also exclude from
provider oradministrativeentities which have a direct or indirect substantial contractual
relationship withsuchan excluded or debarraddividual or entity. A substantial contractual
relationship is defined as any contractual relationship which provides for one or more of the
following services:
() The administration, management, or provision of medical services;
(i) Theestablishment of policies pertaining to the administration, management, or
provision of medical services; or
(i) The provision of operational support for the administration, management, or
provision of medical services.
(iv) Entities who are to be excluded fg&wdeof Virginia8 32.1 325.
(v) Prohibited Affiliations with Entities Debarred by Federal Agencies, see §13.3(a).

2.13 CONTRACTOR COMPLIANCE PROGRAM

The Contractor shalave a effective compliance program that applies to its operations,

consistent with 4ZFR 88 438.60®10, 42 CFR8 455. The compliance prograshall, at a

minimum, include written policies, procedures and standards of conduct that:

1. Articulate the Contractor's commitmeontcomply with all applicable Federal anthte
standards

Describecompliance expectations as embodied in the standards of cpnduct

Implement the operation of the compliance program

Provide guidance to employees and others on dealing with potential compliancg issues

Identify how to communicate compliance issues to gmaite compliance personnel

Describe how potential compliance issues are investigated and resolved by the

Contractor and,

7. Include a policy of nofintimidation and no#retaliation for good faith participation in the
compliance program, including but nonlted to reporting potential issues, investigating
issues, conducting sedfvaluations, audits and remedial actions, and reporting to
appropriate officials

o0k wN
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SECTION 0 ENROLLMENT AND ASSIGNMENT PROCESS

3.1 ELIGIBILITY AND ENROLLMENT RESPONSIBILITIES

The Department shall have sole responsibility for determining the eligibility of an individual for
Medicaid funded serviceslhe Departmerghall also have sole responsibility for determining
enrollment with the Contract@nd suchdeterminations shall bénfal and are not subject to

review or appeal by the Contractor.

3.1.1Eligible Populations

The Contractor shaéinroll and provideovelge for Membersas determined bghe Department
The following populations shall be includedtie CCC Plus program

1) Dual eligible individuals with full Medicaid and any Medicare A and/or B coverage.

2) Nondual eligible individuals who receive LTSS, either through:
a) An institution;or,
b) These HCBS 1915(c) waivers:
i.  Building Independence (BI);
ii. Commonwealth Coordinatgdare (CCC) Plus;
iii. Community Living (CL); and,
iii. Family and Individual Supports (FIS).
This includes individuals who transition from Medallion

3) ABD population (norduals and those who do not receive LTSS). The majority of this
population transitioedf r om t he Depart me n ttheGCCNRiglpaogram on pr
on January 1, 2018.

4) The CCC Plus program populations listed above may include individuals enrolled in the
Medicaid Works program, Native Americans, individuals with other comprehensiraie,
children in foster care and adoption assistance,di vi dual s wi th Al zhei
persons with dementiand individuals approved by DMAS as inpatients in {stay hospitals
(the Department recognizes two facilities: Lake Taylor [Norf@kp Hospital for Sick
Children [Washington, DC])

5) Individuals enrolled in th®D Waivers will be enrolled in CCC Plus program for their nhon
waiver services only (e.g., acute, behavioral health, pharmacy, andT&Sh waiver
transportation services).

6) Medicaid expansion population, which includes individuals who meet the following criteria:
a) Adults ages nineteen (19) through sifayr (64),
i) Who are not already eligible for Medicare coverage,
i) Who are not already eligible for a mandatory cogergroup (such as pregnant
women or disabled),
iiil) Whose income does not exceed 138% of the Federal Poverty Level (FPL), and
iv) Who have been identified as Medically Complex through the MCO Member Health
Screening (MMHS) as described Section 5.2ANon-medically complex individuals are
covered under the Medallion 4.0 program.)
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Individuals eligible through Medicaid expansion will be assigned to one of the following
aid categories:

Medicaid Expansion Population Aid Categories

Aid Category Description

100 Caretaker Adult, less than or equal to 100% of Federal Poverty
(FPL), and greater than the ldmcome families with childrer
(LIFC) covered group

101 Caretaker Adult, greater than 100% FPL
102 Childless Adults, less than or equal100% FPL
103 Childless Adults, greater than 100% FPL

Individuals eligible through Medicaid expansion that are known to the Department, either
because they were in a partial benefit plan (such as GAP or Plan First) will be enrolled
with a Contractor wh an effective date of January 1, 2019. The enrollment process for
this group is described in Section 3.2.3.

Individuals eligible through Medicaid Expansion because they are in the Supplemental
Nutrition Assistance Program (SNAP) or are a parent ofi@eot Medicaid enrollee will

be enrolled with a Contractor with an effective date as soon as January 1, 2019. The
enrollment process for this group is described in Section 3.2.3.

Individuals eligible through Medicaid expansion who are not known to épabment

will be enrolled through the standard Medicaid application process with a CCC Plus
effective date as soon as January 1, 2019 and no later than sixty (60) days of approval of
the application.

For the full list of covered services for this pagtion, refer to Attachment SSummary of
Covered ServicesPart 51 Extended Benefits for Expansion Populat@ma Section
4.17.

Individuals may apply for coverage through Cover Virginiatgi://www.coverva.orgas
well as through local Departments of Social Services.

7) The Department reserves the right to transition additional populations and services into the
CCC Plus program in the future.

3.1.2 Exclusions Fom CCC PlusProgram Participation

Individuals enrolled ilCCC Plugprogramwho subsequently meet one or maxf the criteria

outlined belowshall be excluded as appropriate by DMABhe Department shall also have sole
responsibility for determining the program exclusion for these indalsdundividuals excluded

from CCC Plusprogramenrollment shall receive Medicaid services under the current FFS
system unless eligible for one of DMASG6 ot her
longer meet the criteria f@CC Plusprogramexcluson, they shall be required to-earoll in
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the CCC Plus progranDMAS shall exclude individuals who meet at least one of the exclusion
criteria listed below:

1) Individualsenrolled n t he Commo n w e TitlehX&I<HIRIprabeams i o n
(FAMIS, FAMIS MOMS).

2) Individuals enrolled in a PACE program.

3) Newborns whose mothers are CCC Plus Members on their date of birth. Hawever,
Contractor must adhere to a process that assures newborns get enrolled in Medioai
as possible by completing the DMAX 3 format
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderForms8atip/
z1/jY_LDolwEEW_ xgWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX20LO7yT33ZIBDBFX
hJwuOUiushzzbXIOXOYcgONTZRQtmabYx9We59COBboxDEK B9
psDN50PgvypxrOhNKjwXLsSNGIR2
SCuarhKWSJVWj0wQg_aeSJVIiBfURGKCLAQpWzMgga6JvNUkx1S0xOjGDmitMwFxJ
8VzfG7WbOprRJd4RvOqUIDLCQ/#Z7 JP4ABO1MOEF10A3A5D01M28E4

4) Dual eligible individualswithout full Medicaidbenefits, such as:

i. Qualified Medicare Beneficiaries (QMBS);
ii. Special Lowincome Medicare Beneficiaries (SLMBS);
iii. Qualified Disabled Working Individuals (QDWISs);,or
iv. Qualifying Individuds (Qls). Medicaid pays Part B premium.
5) Individuals who have any insurance purchased through the Health Insurance Premium
Payment (HIPP) program.
6) Individualswith temporary coverage avhoare in limited coverage groups, including:

a.lndividuals enrolled in Plan First (DMAS

of limited benefits surrounding pregnaragevention)who are not included in the
Medicaid expansion population

b. 1l ndi viduals enroll ed in t hepro@Gdevbasicnor 0s
medical and targeted behavioral health care to some uninsured Virginians with
severe mental illness, or other limited benefit aid categaiesare not included
in the Medicaid expansion population

7) Individuals enrolled in a Medicaidpproed hospice programvill not be auteenrolled
However, if an individual enters a hospice program while enrolled in the CCC Plus
program, the Member will remain enrolled in CCC Rlusthose services

8) Individuals who live on Tangier Island.

9) Individuals under age 21 who are approved for DMpASchiatricresidential treatment
facility (formerly Level O (PRTC) programs as defined Bmergency Regulation 12VAC
30-50-130 (http://register.dls.virginia.gov/details.aspx?id=6233)

10) Individuals with @d stage renal disease (ESRIDH in feefor-serviceat the time of
enrollimentwill be auteenrolledinto the CCC Plus prograbut may requegb be
disenrolled andemain in feefor-service. DMAS will manually exclude these individuals
if requested by emberwithin the first ninety (90) days of CCC Plus enrollment
However, an individual whdoes not requestxclusionwithin the first ninety (90) days of
CCC Plus enrollmerdr whodevelops ESRD while enrolled in the CCC Plus program will
remain in CCC RIs.

11) Individuals who a institutionalized in state @rivate ICF/ID and state ICF/MH facilities.
A State acute care facilifg not excluded.
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12)

13)

14)

15)
16)

17)

18)
19)

20)

Individuals who reside at Piedmont, Catawdasam Davis,and Hancock State facilities
operated by DBHDS.

Individuals who reside in nursing facilities operated by the Veterans Administration
individuals who elect to receive nursing facility serviceshe Virginia Home Nursing
Facility or inlocal governmenbwned nursing homes. These include the following nursing
facilities:

CCC Plus Excluded Nursing Facilities NPI

Bedford County Nursing Home 1669440715
Birmingham Green 1477586550
Dogwood Village of Orange County Health 1932216546
Lake Taylor Transitional Care Hospital

(Differentfrom Lake Taylor Longstay Hospital) 1336101039
Lucy Corr Nursing Home 1992713812
The Virginia Home Nursing Facility 1669432951
Virginia Veterans Care Center 1730187048
Sitter & BarfootVeterans Care Center 1619184645

Individuals participating in the CMS Independence at Home (IAH) demonstration (DMAS
will manually exclude these individuals). However, IAH individuals may enroll in the
CCC Plus program if they choose to disenroll from IAH
Individualsreceivingcaretreatment in facilities located outside of Virginia as authorized
by DMAS prior to CCC Plus enrolimemuiate

Individualswho are incarcerate@ndividuals on house arrest are not considered
incarcerated.

Individuals who reside in the Virginia Home Nursing Facility will be temporaigiluded
from CCC Plus DMAS will transition the enrollmerfor Virginia Home residentso CCC
Plusduring a later implementation phase and through a transitionh@taddesses the
unique needs of the Virginia Home populataord its system of caredDMAS will develop

the transition plaim collaboration with the Virginia Home and the CCC Plus health plans.
Individuals enrolled in the Birth Injury Fur(defer to Sectior23.1).

Individuals who are included in the Medicaid expansion populations who are not identified
as fAmedically c o Bartioe3RafthiaGontha These indiveluhls aren
covered through the Medallion 4.0 program.

Pregnant individuals whare within their first ninety @) days of initial managed care
enrollment, in their 3rd trimester of pregnancy, andr tevideris not participating with

the Contractor, upon request of the Member.

The Department shall, upon new State or Federallations or Department policy, modify the
list of excluded individuals as appropriate. If the Department nesdifie exclusion criterighe
Contractor shall comply with the amended list of exclusion criteria.

3.2

CCC PLUS ENROLLMENT PROCESS

Enroliment in the CCC Plus prograis mandatory for eligible individualas described in
Section 3.1above All eligible Members, except those meeting one of the exclusions outtined
Section 3.1.2Above, shall be enrolled in CCC Plus program.
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The Contractor @y receive enrollment on an individual winges in a locality (i.e., Richmond)
outside of the enrollment region (i.e., Norfolk)nless these individuals meet a specific
requirement for exclusion, these individuals shall remain enrolled with the Conftiacall
contractually required and medically necessary services under this Comtn@cContractor
shallcoordinate care and work with providers in the locality where the Member is receiving
services.

The Contractor shall designate a CoverVA liaiso assist Members with MCO related issues.

3.2.1 Enroliment and Health Plan Assignment Process

The CCC Plus prograenrollment and auto assignment proaessmonthly on the

18", Individualsdeterminedo be eligibleas of the 18 of the montrhavean effective date of
the first of the following month(For example, an individual is identified as being eligible on
May 7. The effective date #ine 1.)ndividuals found to be eligible after the"18reenrolled
with an effective date of the first tdfe second montliFor example, an individual is identified
as being eligible oMay 19. The effective date &ily 1.)

The CCC Plus program will determine potential eligibly through a daily process. Newly eligible
Membersshallreceive a notification téer andhave the opportunity to select a health plan prior

to auto assignment on the1.8f no health plan is selectény the 18' of the monttprecedinghe
effective date (May 1&r aJune 1 effective date), tiemberis assignedo a health plarThe

Member health plan default assignment is based upon the plans that have been approved by
DMAS for participation in the Memberos | ocal
assignment rules.

3.2.2 Intelligent Assignment

DMAS will use the fdowing intelligenta& si gnment met hodol ogy to det

default health plaassignmentn the following order of priority:

1) If known, most recent previous Medicdexcluding Part D only planshanaged care
enrollment within the pastwo (2) months;

2) Most recent previous Medicaid managed care enroliment (i.e., Medallion, CCC, CCC Plus)
within the past two (months;

3) Individuals in a Nursing Facility will be assigned to a Contractor that includes the

i ndi vidual 6s Nur sth,nd aladi luiptoyn sutcessfultCo nrt @ taved o |

submission of therovider record on thBSF106 file If the Nursing Facility is in more than
one Cont r ak thecassiyrament wilt b@mdom between the Contractors with the
Nursing Facilities in the nefork;

4) Individuals in theCCC Plus Waivewho receive adult day health care (ADHC) services will

be assigned to a Contractor thatneiworkl udes th
basedupon the Contractordés successful submissi
|l f more than one Contractorodés network includ
network, the assignment will be random between the Contractors;
5) Individuals in tle CCC Plus program receiving technology assistander the CCC Plus

HCBS waiverw i | | be assigned to a Contractor that
nursing provider based upon the Contractoro6s success
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on thePSF106 file |l f more than one Contractords net
duty nursing provider in its network, the assignment will be random between the Contractors;

6) If the expansion Member has a child in Managed Care, the Member willddednn the
same MCO as the child. If the Member does not have a child in Managed Care, the Member
will be randomly assigned an MCO; and,

7) If none of the above applies to the individual, the Member will be randomly assigned to a
Contractor in the individualds Il ocality (in
limit of 70% of enrolled lives within an operational regimay be placed o any Contractor
participating within that region. Should a Contractor's monthly enroliment within an
operational region exceed 70%, the Department reserves the right to suspend random
assignments to that Contractor until the enrolled lives are reflat@o or below.

However, the enroliment cap may be exceeded due to Methbare assignment changes,
for continuity of care, or other reasons as the Department deems necessatry.

The Department reserves the right to revise the intelligent assignmewidoletfy, as needed
based upon DMASGO6 sole discretion.

3.2.3 Enroliment Process for Medicaid Expansion Population
DMAS will use the following Enroliment process for the Medicaid expansion population.

1) For Members with a Medicaid case history, such asnp&of children already enrolled in

Medicaid, who attest to having complex medical needs, the Department shall assign the parent to
the same Contractor as their dependent is enrolled with. Those stating that they do not have
complex medical shall be ass&g to a Medallion 4.0 contracted health plan.

2) For other individuals who are known by the Department (as described in Section 3.1.1 (7) a.),
and who attest to having complex medical needs, or are deemed by the Department to have
complex medical needsich as GAP Members, the Department shall randomly assign each
Member to a health plan in the individual 6s |
medical needs shall be assigned to a Medallion 4.0 contracted health plan.

3) Notwithstandng the provisions in Section 3.2.18, Members will have ninety (90) days from

their enrollment start date to actively choose a different health plan until the next open
enrollment period for expansion Members.

3.2.3.1 GAP Transition Special Provisions

The Contractor is required to honor existing Hem-Service authorizations through the
Behavioral Health Services Administrator, KePRO, pharmacy, etc.

To ensure continuity of care and a smooth transition for all GAP Members at all times, the CCC
Plus Contactor shall:

1) Maintain the Memberds current GAP SMI prov

2) Honor SAs issued prior to enrollment, including those through out of network providers,
for up to thirty (30) days or until the authorization expires, whicheveesdirst; and,
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3)y Extend this timeframe as necessary to ens.t
contracting with the Contractor or the Meml
provider within the MCOO0s ythe MOODiodotrnetworlet wo r k

Exceptions to these continuity of care provisions include the following circumstances:

1) The Member requests a change;

2) The provider chooses to discontinue providing services to a Member as currently allowed
by Medicaid;

3)y The MCO or DMAS identify provider perfor mal
welfare; or,

4) The provider is excluded under State or Federal exclusion requirements.

The Contractor must have a transition plan in place that utilizes the data thaptrement

shares with the Contractor. The Department shares medical, behavioral health, ARTS claims, and
authorizations data with the Contractor. By December 1, 2018, the Contractor shall be prepared

to load this data, honor the authorizations, andsisktify the GAP population to mitigate any
service gaps and to outreach to these members
requires. Refer to the CC Plus Technical Manual

3.24 Enrollment Process for Individuals Hospitalized at Time of Enroliment

Individualswho are hospitalizednder feefor-serviceat the time of enrollment (other than those
listed in theExclusions from CCC Plus Program Participatj@ection3.1.2,0f this Contract)

will be enrolled through the CCC Plus enroliment process described alb@ayment for the
facility is made using the DRG process, then FFS is responsible for coverage of the facility for
the entire inpatient stay; howevehetContactor shall be responsiliier coverage ancillary and
provider services while the Member is inpatient. The Contractor shall be respémsibke
Membe r 0 sfrom theekective date of enrollment with theo@tractor and as such shatiake
every effortto reach out to thegddembesimmediately upon learning of their enrollment/
hospitalization to assure care coordination services and discharge plaretiagdled
appropriately.Refer tothe Provider Payment Systei®ection 12.4.90f this contracfor

payment of services for individuals hospitalized at time of enrollment.

3.25 Enrollment Process forPregnan Individuals

Members who are pregnant, other than those listed iBxbkeisions fronCCC Plus Program
Participationsection of this Contractyill be enrolled following the described CCC Plus
enrollment process. The Contracstiallreach out to these individuals immediately upon
learning of the pregnancy to assure continuity of care amdco@rdinatiorservices are handled
appropriately.

3.2.6 Enrollment Process forNewborns

When aCCC PlusMember is enrolled with the Contractor and gives birth during this enrollment,

the newborndés related birth and subsequent ch
The Contractor shall infon mother/parent/guardian that in order for the newborn to be covered,

the mother/parent/guardian musport the birth of the child by either callittge Cover Virginia

Call Center at (855) 2482820r by cont actlocal Depdrtment oMsmciab er 6 s
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Services The Contractomustalso adhere to a process that assures newborns get enrolled in

Medicaid as soon as possible mmpleting the DMAS213 form available at:

https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY
LDoIWEEW_xgWdovjY1ogLEXxISY4BuyAgFS6BtoOLj6wX20LO7yT33ZIBDBFxhJwuOUius

-hzzbXIOXOYcqONTZRQtmabYx9We59COBboxDEK_B9

psDN50PgvypxrINKjwXLSNGIR2-

SCuarhKWSJVWjowQg_aeSJVIiBfURGKCLAQpWzMgga6JvNUkx1S0xOjGDmitMwFExJ8Vzf

G7WbOprRJd4RvIqUIDLCQ/#Z7 _JPA4A1BO1MOEF10A3A5D01M28E@nce Medicaid

enrolled, he newborns the responsibility oFFSMedicaid until such time as the newborn is

enroledh one of the Departmentés Medicai d manage

3.27 Enrollment Process for Foster Care and Adoption Assistance Children

The Contractor shall cover services &EC Plugprogramenrolled foster car& adoption

assistance childrefroster Care and Adoption Assistance children shall be considered one of the

CCC Plus vulnerable sytopulations. Refer the attachefDC AssessmerfHHRA)and

Individualized Care Plan (ICPRequirements by Populatidar guidance on assessment,

reassessmenand ICP development timelines. The Contractor shall work collaboratively with

DMAS and Department of Social Services in meeting the Federal requirements related to the

Virginia Health Care Oversight and Coordination Plan for children in foster Taee.

Contractor shalkkomply with the following rules:

1) For deci sions r ega rniedicalgard, theeCoritracortskatbrk c ar e c¢c hi |
directly with either the social worker or the foster care parent (or group home/residential staff
person, if applica |l e ) . For decisions regamddcalgaret he ado
the Contractor shalork directly with the adoptive parent.

2) The social worker will be responsible for all changes to MCO enroliment for foster care
children. The adoptive parentll be responsible for all changes to MCO enrollment for
adoption assistance children. An enrollment change can be requested at any time that the
child is placed in an area not serviced by the MCO where the child is enrolled.

3) Coverage shall not be limdego emergency services and must extend to all medically
necessary EPSDT or required evaluation and treatment services of the foster care program,
even out of area.

4) If the Contractor has found that the foster care child has been placed in an area other tha
one where the Contractor participates, the Contractor may contact the social worker to
request a change of health plan be initiated.

5) The Contractoshallwork with DSS in all areas of care coordination.

6) Foster care children are not restricted torthealth plan selection following the initiainety
(90) day enrollment period.

7) The Contractor shall provide coverdge all contractual covered servicestil DMAS
disenrolls thehildf r om t he Contractordéds pl anachld Thi s i n
moves outof th€ o n t r @erviceared s

The Contractoshallreport monthly to the Departmentyabarriersidentified incontacting
and/or providing care ttoster care children (Aid Category 078he Barrier Report will provide
DMAS with needed information to assist the Contractaesolvingthe barriers reportedRefer
to theCCC Plus Technical Manu&br Barrier Report specifications.
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https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4

For individualsenrolled with the Contractor whare former foster care childr¢Aid Category

070), the Contractoshall communicate with the Member diredity any care coordination,
service and/or program related issues. These individuals have the same restridteaithon
planenrollmentchangess any othe€CC Plugprogram enrolled Member except foster care and
adoption assistance individugSeeHealth Plan Enrollment Changés Section3.215.)

3.2.8 Assignment Process Related to Change in Medically Complex Determination

Members who attestl to having complex medical needs but were later determined not to have
compl ex medi cal needs through a MMHS conduct e
in Section 5.2.2and submitted to the Department by the end of the month, shall be trahsferre

from the CCC Plus program to the Medallion 4.0 program at the beginning of the following

month. Members shall remain in the same health plan in Medallion 4.0 that they had for CCC

Plus.

Members who attested to not having complex medical needs, orivhotdespond to the

guestion regarding their medical complexity status, on the enrollment application, but are later
determined to have complex health care needs
health plan, as described$ection 5.2.2and sulmitted to the Department by the end of the

month, shall be transferred from the Medallion 4.0 program to the CCC Plus program at the
beginning of the following month. Members shall remain in the same health plan in CCC Plus

that they had for Medallion 4.0.

Upon being transferred from Medallion 4.0 to CCC Plus Members will have ninety (90) days to
switch plans in accordance wiiection 3.2.1%nd can make a request to change health plans as
described irSection 3.2.16

3.2.9Alignment with D-SNP

Dual elighle Members will have the option of having th€i€C Plusprogramand Medicare
services coordinated by the same Contractor. Therefore, the Contractedskate the

Member on benefits of alignment aedcouragelualMembersthat are enrolled with them for

the CCC Plus programo also enroll in their companion-BNP for the Medicare portion of their
benefits. However, these Members will continue to have the option of receiving their Medicare
benefits from fedor-service Medtare or through another Medicare Advantag&®P Plan.

3.210 Contractor Responsibilities Related to Enroliment

The Contractor shall accept assignment for any eligible MerSloeh determinations shall be
final and are not subject to review or appeath®/Contractor. This does not preclude the
Contractor from providing the Department with information to ensure that enrollment with the
Contractor is correct.

In accordance with 42 CF&43856, the Contractor shall not request that the Department

disemoll a Member for any reason, including but not limitedecause of an adverse change in

the enrollee's health stajush e Member 6s wutilization of medica
ment al capacity; or, a Me mb errredustingdraonchis@rherr at i v e
special needs
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The Contractor shall refer Members and Potential Members who inquire about CCC Plus
eligibility or enroll ment to the Departmentos
provide factual information abouith e Contr act or 6s plan and its be
request regarding eligibility or enrollment to the Enroliment Broker.

In conducting any enrolimemelated activities permitted by this Contramt otherwise approved
by the Department, the Cwactor shall assure that Member enrollment is without regard to
health status, physical mental condition or disabilifyage, sex, national origin, race, or creed.

The Contractor shall notify the Departmevithin two (2) business daygon learninghat a
Member meets one or more of t@€C Plusexclusion criteria. The Contractor shall report to
the Department any Members it identifies as incarcerated viwtloiri2) business days of
knowledge of the incarceration. (SEEC PlusTechnicalManualfor reporting requirements.)

The Contractor shall be responsible for keeping its network providers informed of the enrollment
status of each Member. The Contractor shall report and ensure enrollment to netwiddepro
through electronic means

TheContractor shall notify the Memberinof his ol
accordance with requirements describelamber Communicationsd Enroliment Materials

3.211 DMAS Initial Enrollment Notice

At the time an individual is determined to be eligible, a letter shall be sent to the individual by
DMAS stating that the individual is being enrolled into the CCC Plus program and that the
individual may preselect a health plan.

This initial notification letterspecifiesa A ¢ a | | for Mlgmbersdaapteselect a health plan

and information about how to contact the Managed Care Enrollment Blokee Me mber 0's
initial notice also explains if the mMMaedber do
with a default MCO, and provides the default MCO enrollment effective date.

See Attachment 1#8r enrollment notices specific to Medicaid Expansion population.

3.212 Enrollment AssignmentNotice

The assignment letter is mailed to the Memberiamdc | udes t he Member 6s MCC
the CCC Plus MCO comparisonchartt expl ains the Memberds ri gh
to another during their initial ninety (90) calendar days of CCC Plus program enrollment and

during open enroliment.

SeeAttachment 19or enrollment notices specific to Medicaid Expansion population.

3.213 Enrollment Effective Time

All enrollments are effective 12:G0m.on the first day of the first month in which they appear
on the enrollment report. The Contractbals not be liable for the cost of any covered services
prior to the effective date of enrollment/eligibility but shall be responsible for the costs of
covered services obtained on or after 12:00 a.m. on the effective date of enrollment/eligibility.
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3.214 Automatic Re-enrollment

CCC Plus progranmndividuals who have been previously enrolled with the Contractor and who
regain eligibility for theCCC Plugprogram within sixty (60) calendar days of the effective date
of exclusion or disenrollment will be resagned to the Contractor without going through the
selection or assignment proce3e Department will send &mnbers a notice informing them of
their reenrollment with the Contractor.

3.215Health Plan Enroliment Changes

Individuals will be permitted teahange from one Contractor to another for cause at any time and
without cause as follows:

1) For the initial ninety (90) calendar days (3 calendar months) following the effective date of
CCC Plus prograrenrolimentwith a health planthe individual willbe permitted to change
from one Contractor to another without cause. This ninety (90) day time frame applies only
tothei n d i v inidalpaolgréanstart date of enrollment. It does not reset or apply to any
subsequent enrollment periods with a différf@€ontractor. After the initial ninety (90) day
period following the initial enroliment date, he or she may not disenroll without cause until
the next open enroliment period.

2) In accordance with2 CFRS§ 438.5€c)(2)(iv), when the Departmeiinposes the
intermediate sanction specified48 CFRS 438.702(a)(4).

3) Following theirinitial 90-dayenrollment period, individuals (other than Foster Care and
Adoption Assistance children) shall be restricted to their Contractor selection until the ope
enrollment period, unless disenrolled under one of the conditions described and pursuant to
Section 1932 (a)(4)(A) of Title XIX. The individual may disenroll from any contracted
Contractor to another at any time, for cause, as defined l&yaihse for BrollmentChanges
section of this Contract.

4) DMAS will notify individuals of their ability to change Contractors during an annual open
enrollment period at leasinety (9Q calendar days before the endlodir enrollment period.

5) Upon automatic reenrollment, if the temporary loss of Medicaid eligibility has caused
theindividualto miss the annual disenroliment opportunity.

3.216 Cause for Enrollment Changes

Consistent with § 1932(a)(4) of the Social Security Act, as amended3@28U 396tR), the
Department must permit a Member to disenirain one health plan to anothetrany time for
cause In accordance with2 CFR 843856, aMember may disenroll frorhis/hercurrent plan
to another plaror the following reasons:

1) TheMember moves out of the Contractordos servi
2) The Contractor does not, because of moral or religious objections, cover the service the

Member seeks;
3) The Member needs related services (for example, a cesarean section and a tubal ligation) to

be perforned at the same time; not all related services are available within the provider
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net wor k; and the Memberds primary care provi
receiving the services separately would subject the Member to unnecessary risk;

4) The Membemwho receives LTS®/ould have to change their residential, institutional, or
empl oyment supports provider basednetoweartk t hat p
to an outof-network provider with the Contractor and, as a result, would experience a
disruption in their residence or employment;

5) Other reasons as determined by the Department, including poor quality of care, lack of access
to services covered under this Contract, or lack of access to providers experienced in dealing
witht he Me mb eed$asd, car e ne

6) A Medicaid expansion Member may disenroll from one health plan to another after
transitioning from the Medallion 4.0 program to the CCC Plus program or vice versa.

The request may be submitted orally or in writing to the Department and creatm(s) why

he or she wishes to disenroll. The Department will review the request in accordance with cause

for disenrollment criteria defined in 42 CFR 8§ 438.56(d)({he Department will respond to
Acauseo r eque s tfikeen B)uswreistsi ndga, y swiotfhitnhe Departn
request. In accordance with 42 CFR § 438.56(e)(2), if the Department fails to make a

determination by the first day of the second month following the month in which the Member

files the request, the disenrokmt request shall be considered approved and effective on the date

of approval.

If Member is dissatisfied with thgood cause for disenrollmeinbm one plan to another
determination made by the Departm#ér Member may appetidroughthe State Fair Heaing
Procesdn Section15.4.3.30f this Contract.

3.217 Disenrollment Effective Time

All disenroliments are effective 11:5%9m.on the last day of enroliment. If the disenroliment is
the result of a plan change, it is effective the last day of the month. If the disenrollment is the
result of any exclusion, it may be effective any day during the month.

3.218Loss of CCC Plus Enpbliment

A Me mleeroglldent inthe CCC Plugprogramwill end upon occurrence of any of the
following events:

1 Death of the Member;

1 Cessation of Medicaid eligibility;

1 Membermees at least one of the exclusion criteria listecbertion 3.1.2f this
Contract(the Department shall determine if the Member meets the criteria for
exclusion;

Transfer to a Medicaid eligibility category not included in this Contract; or,
Certain changes made within the Medicaid Management Information System by
eligibility case workers at the Department of Social Services.

= =

In certaininstancesa Member may be excluded from participation effective with retroactive
dates of coverageReferencaBenefits and Service Requirements
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3.219Informing of Potential Ineligibility

At least monthly,lie Departmentr its enrollment brokewill share with the Contractor data
regarding reasons for enrollment atigenroliment (via th#1CO Change Report)When a
Member for whom services have been authorized but not provided as of thvefiae of
exclusion or disenrollmenthe Contractor shall provide to the Departrardthe relevant
providerthe history for that Member upon reque$he Contractor shall providais service
authorization history to the Departmersing the MedidaTlransition Reporting process
described in th€CC PlusTechnicalManual

3.220 Monthly and Weekly Enrollment File (834)

An 834 enrollment file will be sent to the Contraciaeklyon the 6th and 13th of each month
(known as weekly files)monthlyon the 19th (known as mighonth) and on the last day of the
month. The weekly 834 files will contaimychanges of Member information, and enrollment
addsand terminations (dragp for CCC PlusMCO programdisenroliments. The monthly 834 file
willcontaini nf or mati on about the Cont r aautlitpaddband CCC P
termination records for full eligibilitgnrollmentfor current and future enrollment dates.
Medicaid expansion Members will be included in the enrollment files descrilleid iBection.
There will be no separate enroliment file for this populafidgre 834 includes all retad CCC
Plus MemberéLevel of Care (LOC) benefihformation, including retro changes, based upon
the transactiondate. For example, the 834:
1) Includes current assignments;
2) Includesbath futureended and opeended Members;
3) ReflectsMembers cancelled as of current moeetid as dropped;
4) Includesretro enroliments folevel of cargLOC);
5) Files on thesth and 13th will only include audit (changes)/addsgdrsince last 834 was
created;
6) Files on thesth and 13th arealsdtrgyger ed by a Me mb eberefpldne al t h ¢
or exception indicator (anything that is included on the 834);
7) Reflects if Member is added and then dropped within a coupleyd @within sane report
period and same health plaag both an ADD and a DROP;
8) Reflects novingfromt he Contractorés plan to a new pl an
another plan to tMWMPD;@&dntractorods Plan as an
9) Reflects changes to the LOC or othdbimation asan AUDIT (CHANGE), not both a
DROP and ADD.

3.221 Medical Transition Report (MTR) File

The Departmenwill send a Medical Transition Report (MTR) File to the Contractor (with the

834) on the 6th, 13th, 19th, and at the end of each month (EDM)Contractowill receive

one full MTR with the earliest 834Conttactort hat r
The full MTR includes claims and encounter history for the past two (2) years and any active

Service Authorization (SA) history for the previous @xmonths.

The Contractor will also receive interim MTRs (which will include SA infornrataly) on the

6th, 13th, 19th, and EOM. An interim MTR is only sent for Members who have experienced SA
changes since the prior full/interim MTR. Therefore, if a Member has not had any changes since
the last report, the Bmber will not appear on the Comtto6 s i nt er i m MTR. The
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may not match for the same reporting period. The Contractor shall have established procedures
in which this critical service information is
system(s) as needed, SAs aradred, and careoordinationis initiated for these Members.

When the Contractor is notified by the Department that a Member has disenrolled from its plan,
the Contractor shall send MTRfilesor t he Member 6s ac(SAo)toser vi c e
DMAS. (Note: Pharmacy service authorizations will follow a different process as noted)below.

The files shall be sent to the Department within thred3)nesslays of notification on th834

that shows that the Member is being disenrolled. The Caotrsttall send MTR files on the

9th, 16th, 22nd, and the 3rd. The Contractor shall also send an interim MTR one day prior to the
last day of the month, for a total of five (5) MTR reports during a month. Only changes from the
prior MTR are to be reportedMCO MTR information shall be sent using the established MTR
format reflected in th€CC PlusTechnicalManual In circumstances where a Member changes
from one MCO to another, DMAS will share the
MCO for carecoordination utilization management and other related activities.

On a weekly basis, the Contractor shall sutatiPharmacy service authorizations completed
during the past week, fall CCC Plus members to DMAS via the NCPDP Standard Format, as
defined in theCCC Plus Technical ManuaThe Contractor shall submit no more than one file
per week. Should the Contractor not submit the file timely as outlined ©®QkePlus

Technical Manuabr should DMAS reject the file submitted due to not meeting NCPDP
Standard Format requirements, the Contractor shall submit two weeks of Pharmacy service
authorization information by the next weeks timeframe.
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SECTIONA.0O BENEFITSAND SERVICE REQUIREMENTS

4.1 GENERAL BENEFITS PROVISIONS

Throughout the term of this Contract, the Contractor shall promptly provide, arrange, purchase or
otherwise make availabtie full continuum of servicegquired under this @htract to all of its
Members, includingacute and primary, institutional andnemunity-based LTSS, behavioral

health, and special Medicaid serviceglined in this sction.As provided in 42 CFR 438.210

@5 (i), the Contractords medi cal necessity cr
Depart mentTheLContratiotr &rsi & .0 v econdrartecoveredenacss shab also

ensure compliance with Federal EPSDT coverage requirements for Members under the age of
21.The Contractor shall provide serviGdeastin equal amount, duration, and scope as

available undeMedicaid feefor-serviceprogram and as described in thitgachedCCC Plus

Coverage Chart

The Contractor shall assume responsibility for all covered medical conditions of each Member as
of the effective date of coverage under the CCC Plus program, regardless of the date on which
the conditiorwas first diagnosedlhe Contractor shall cover g@ite-existing conditions

The Contractor must provide written notificatitmall affected participating providers at least 30
days prior to the effective date dianges to any operational process that would affect services to
members, including but ndimited to claims processing, service authorizations,Tdts

requirement applies to all services liste@Gection 4.mf this Contract.

The Department may modify covered services required by this Contract through a contract
amendment and, if applickh will adjust the capitation payment in an amount deemed

acceptable by the Department and the Contractor. The Department shall notify the Contractor in
advance of any miglear modification to the services, contract and/or capitation payment.

4.1.1 Laloratories

In accordance witd2 CFR88493.1and493.3 dl laboratory testing sites providing services

under this Contract are required to have either a Clinical Laboratory Improvement Amendments
(CLIA) certificate or waiver of a certificate of registi@ti along with a CLIA identification

number.

4.2 BEHAVIORAL HEALTH SERVICES

4.2.1 Inpatient and Outpatient Services

The Contractor shafirovide coverage fdvliedicaid covered inpatient and outpatibehavioral
healthtreatment service® its CCC Plus Membeissithin the amount, duration, and scope

describedn theattachedCCC PlusCoverage ChartT he Contractor s medi cal
shall be consistent with FederTahle, CODtnatrea,ctaomds
coveage rules and authorization practices shall at all times comibythe Mental Health Parity
andAddiction Equity Act (MHPAEA). Referencestate Plan Substituted Services (In Lieu of

Services)
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4.22 Community Mental Health Rehabilitation Services(CMHR S)

The Contractoshall provide coverage foine subset dbehavioral health services kmp as
Commurnty Mental Health RehabilitatioBerviceCMHRS). CMHRS are listeth the table
below andare explained in detail in tregtachedCCC Plus Coverage ChafAttachment 5)

Mental Health Case Management H0023

Therapeutic Day Treatment (TDT) for Children / Assessment | HO035 HA UG, U7/ H0032
U7

Day Treatment/ Partial Hospitalization fadults / Assessment HO0035 HB / H0032 U7

Crisis Intervention HO036

Intensive Community Treatment / Assessment HO0039 / HO032 U9

Mental Health Skilbuilding Services (MHSS) / Assessment H0046 / HO032 U8

Intensive InHome / Assessment H2012 / HO031

Psychosocial Rehab / Assessment H2017 / HO032 U6

Crisis Stabilization H2019

Behavioral Therapy / Assessment H2033 / HO032 UA

Mental Health Peer Support Services or Family Support Paiitr] HO025

Individual

Mental Health Peer Support Services or FarBilypport Partners | HO024

Group

The Contractor shall be fully responsible for meeting the CMHRS network adequacy standards.

To meet these standards, the Contractor may (
(Magellan of Virginia); (2) contract with a different BHSA,; or (3) provide full scope of
required services through the Contractords ow
Department wil |l review and approve the Contra
network and transition plan. Also refer3pecialized Netark ProvisionsandBehavioral

Health Services Administrator.

The Contractor shall work with the Department to implement the CMHRS benefaalichte
care coordination between CMHRS and other healthcare providers to improve integrated care
based delivey systems for individuals with mental health disorders.

The Contractordos CMHRS criteria shall be cons
Community Mental Health Rehabilitation Services (CMHRS) benefit as defined in 12 VAC 30
50-130, 12VAC3050-226, 12/AC30-60-5, 12VAC30660-61 and 12VAC3@0-143 and
12VAC30-130-2000[excluding C.4 D.2(d) and E(i)] Providers are required to perform a
ServiceSpecific Provider Intake(SPPI) as defined in 12VAC380-1300r a Comprehensive

Needs Assessment (CNA) as described in the November 20, 2018 DMAS Provider Medicaid
Memo prior to submitting a request for CMHRBehavioral herapyservicesshall be consistent
with the Department d6s c dTheragpyProgramManuatl ef i ned i n
Supplement. All CMHRS Services will require a service authorization or registration to qualify

for reimbursementCMHRS service authorization and registratmyoviderrequirements are

described irSection 6.2.5.2 of this Contiac
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The Contractor shall implement all CMHRS requirements, provider training goals and targeted
programmatic improvements as directed by the Department. The Contractor shall work with the
Department and the CMHRBansition Implementatiod/orkgroup to engre that the

Contractor 6s

CMHRS

4.22.1 CMHRS Standards of Care

system

of

car e

i s

The Contractor shall use the DMAS defined medical necessity criteria for coverage of CMHRS.
In order to receive CMHRS services, the Membesst be enrolled in the CCC Plus program and
must meet the service specific medical necessity criteria as defined in the CMHRS Provider
Manual and the Behavioral TheraByogramManual Supplement. The Contractor shall review
the requests on an individuadsis and determine the length of treatment and service limits are

based

on the indiyv

I dual

4.22.2 CMHRS Network Development Plan

The

Contractor 6s

CMHRS

0s

mo st

net wor k

current

shall

abl e t
cl in
ensur e

providers with demonstrated ability to provide evidence based treatment services that consist of
person centered, culturally competent and trauma informed caggaisetwork of high quality,
credentialed, and knowledgeable providers in each level of care within the access to care and

quality of care standards as defined by the Department. Ref&pacrlized Network

Provisions.
4.22.3 CMHRS Provider Qualificatons

The Contractor shall use DMAS recognized licensed and credentialed treatment professionals as

defined in12VAC30-50-226, 12VAC3050-130,12VAC30-60-143 and 12VAC3&60-61, and
the Behavioral TherapyrogramManual Supplement. The Contractor shallify that
registration requirements for peers and qualified mental health professimmatet as directed
by the Department oHealthProfessions in accoeshcewith all applicable regulations.

The Contractor shall allow for the billing methods by each CMHRS Level of Care as defined by
the Department and detailed in the table below:

Community Mental Health Billing Urban Rate | Rural Rate
Rehabilitation Services Method Per Unit Per Unit
Mental Health Case Managemen CMS-1500 N/A N/A
Therapeutic Day Treatment (TDT CMS-1500 or N/A N/A
for Children UB
Day Treatment/ Partial CMS-1500 or N/A N/A
Hospitalization for Adults UB
Crisis Intervention CMS-1500 $30.79 $18.61
Intensive Community Treatment CMS-1500 $153.00 $139.00
Mental Health Skilbuilding CMS-1500 $91.00 $83.00
Services (MHSS)
Intensive InRHome CMS-1500 N/A N/A
Psychosocial Rehab CMS-1500 N/A N/A
Crisis Stabilization CMS-1500 $89.00 $81.00
Behavioral Therapy (ABA) CMS-1500 N/A N/A
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Mental Health Peer Support N/A N/A
Serviced Individual CMS-1500
Mental Health Peer Support N/A N/A
Services Group CMS-1500
Peer Supports CMS-1500 N/A N/A

4.23 Residential Treatment Services

Residential Treatment services inclueigychiatric Residential Treatmdrdcility Services

(PRTF) andrherapeuticGroup Home Services (TGHrt he Depart ment 6s CCC F
individualsandar e admi ni st er ed t hr dMageianofNViggini@ &pyar t ment
person or child admitted a Psychiatri®kesidential Treatment Facilityill be temporarily

excluded fronthe CCC Plus programntil they are dischargedAny person or child admitted to

a Therapeutic Group Home will not be excluded from the CCC Plus Program; however, the TGH
perdiem service is carved out of the CCC Plus contract and will be administered through

Magellan of Virginia. Any professional medical services rendered to individuals in the TGH

will be administered by the CCC Plus health plans.

The Contractoshallwork ¢l osel y with the Departmentdés BHS
institutional placement; i.e., including where treatment in a community level of care is a timely

and safe and effective treatment alternatiVee Contractor shall collaborate with the BN to

ensure physician engagement occurs on behalf of the Member during the independent

certification of need process as required prior to any residential treatment service authorization.

The Contractor shall collaborate with the BHSA to facilitate prathelent Assessment

Certification and Coordination Team (IACCT) activities on behalf of the Menihee.
Contractor shall work collaboratively with th
Medical, ARTS, and mental health services for its Membershalll provide coverage for

transportation and pharmacy services necessary for the provision of, and as reldgtl to,

carved out services.

Members enrolled with the Contractor and whoamitted to &Residential Treatment Center
for Substanc&seDisorderarenot excluded ad shall remain enrolled witthe Contractor
Transitioning PRTF and TGH servicesluding the Independent Assessment Certification and
Coordination Team (IACCT) functiorte the CCC Plus program may occur at a later date.

423.1 Collaboration with DMAS, DBHDS, and Interested Stakeholders

The Contractor shall work collaboratively with DMA&; well as wittDBHDS, DHP, VDH,

OCSandlocal CSA Coordinators, DSS, providers, DMAS contractors, relevant local, State,

tribal, social service agencies, and other interested stakeholders to provide the infrastructure to
support successful transition of the Residential Treatment Services, ndeéep@&ssessment,
Coordination and Certification Teams and Treatment Foster@Cee Managemeservices and

to ensure that the Cont r aapoonoiificatioRffoBithbenef i t i
Department, and through separately issued guidantteegeianned transition of RTS into

managed a& scheduled to occur Spring 2020
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4.24 Addiction and Recovery Treatment Service$ARTS)

The Contractorods ARTS criteria shaldll be consi
Medicine (ASAM) criteria asve | | as the Depart niefmedins2VAC i t er i a
30-130-5000 et al.

The Contractor shall implement all ARTS requirements and improvements as directed by the
Department. The Contractor shall work witle Departmentb ensure thatthe Conr act or 0 s
ARTS system of care is able to meet its Membe

4241 Cr i ti cal El ements of the Contractords ARTS
4.2.4.1.1 Comprehensive EvidenceBased Benefit Design

The Contractords ARTS system of care shal/l i n
Disease Management field, including a robust array of services and treatment methods to address
the immediate and longgrm physical, mental and SUD care need$efindividual. The
Contractords system of care shall il nclude rec
Management fielduch as the American Society of Addiction Medicine (ASAM) criteria and the
Centers for Disease Control Opioid Prescribingd8lines.

The Contractor shall provide coverage for services at the most appropriate American Society of
Addiction Medicine (ASAM) level of care based on the most current versibhaoASAM

Criteria: Treatment Criteria for Addictive, SubstarRelatel, and CeOccurring Conditions
andthedDepart ment 6s cr it elB8G5800 et al find the ARTS Rrovide2 VA C3 0
Manual which includes inpatient detoxification services provided in an acute care hospital
settings licensed by the Virginia DepartmentHeadalth (VDH); residential treatment services
provided in a facility licensed by DBHDS; and SUD outpatient services by licensed or
credentialed staff through the Department of Health Professions (DHP). As directed by DMAS,
the Contractor shall provide cerage in IMD settings as appropriate based on the ASAM

Criteria foradults who ar@1 through 64years of age

4.2.4.1.2 Appropriate Standards of Care

The Contractor shall use the DMAS defined medical necessity criteria for coverage of ARTS. In
orderto receive ARTS services, thedvhber must be enrolled the CCC Plus prograiend
must meet the following medical necessity criteria:

1) Must have one diagnosis from the Diagnostic and Statistical Manual of Mental Disorders
(DSM) for Substanc®elated and Addtive Disorders with the exception of Tobaeco
Related Disorders and NeéBubstancdRelated Disorders; or be assessed to be at risk for
developing substance use disorder (for youth under 21);

2) Must meet the severity and intensity of treatment requiremenesath service level defined
by the most recent edition ®he ASAM Criteria: Treatment Criteria for Addictive,
Substancdrelated and G®ccurring Conditions Medical necessity for all ASAM levelsof
care i s based on t he i cialseveritydndasldefisedlaythe essed b
extent and severity of the individual s prob
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the individuafs documented severity of need in all @ ASAM multidimensional
assessment areas; and

3) For individuals undethe age ofwenty-one 1) who do not meet the ASAM medical
necessity criteria upon initial review second individualized review will be administered to
ensure the individués treatment needs are assessed and medically necessary services will be
coordinated to correct and ameliorate health conditions that are coverable under section
1905(a) Medicaid authority.

The Contractor shall use DMAS recognized licensed and crederttiaddchenprofessionals

as defined in 12VAC3Q30-5020 andn Sectior4.24.1.4 ofthis contract. The Contractor
shalluseThe ASAM Treatment Criteria for Addictive, SubstaRetated and C®ccurring

Conditionsto review and coordinate service needappglying the ASAM treatment criteria

and determining medical necessity for ARTS services in accord with 12\A/AB36100.

The Contractords ARTS Care Coordinator, or a
employed by the Contractor, will perform an indagentassessment of requests for all

ARTS intensive outpatient (ASAM Level 2.1), partial hospitalization (ASAM Level 2.5),

residential treatment services and inpatient services (ASAM Level3.3,13.5, 3.7 and 4.0)

using Member information transmittda providers ia theARTS ServicAuthorization

ReviewForms. The ARTS ServicAuthorizationReview Forma are available at:
http://www.dmas.virginia.gov/#/artsregistratiorhe Contractoshall review the requests on

an individual basis and determiwhetherthe length of treatment and service limits are

based on the individual 6s moasdapptythe ASAMt mul t i
Treatment Criteria in accord with 12VAC330-5000 et al

4.24.1.3 Strong Network Development Plan

The Contracto 6 s  AdRwDI® shall ensure Member access to timely care through a sufficient
network of high quality, credentialed, and knowledgeahd&iders in each level of care.
ReferenceSpecialzed Network Provisions

4.24.1.4 ARTS Provider Qualifications

The Contractor shall use DMAS recognized licensed and credentialed treptofessionals
including: addiction credentialed physicians; buprenorphine waivered practitioners licensed
under Virginia law and registered with the Drug Enforcement Administration (DEA) to prescribe
schedule I, 1V, or V medications for treatment of pdicensed, registered, drertified
credentialed addiction treatment professiomaalslefined in 12VAC3Q30-502Q0 and certified

peer recovery specialists as defined in 12VAQ30-516Q In situations where a certified

addiction physician is not available, the Contractor skabbgnize physicians who are not

addiction credentialed but have some specialty training or experience in treating addiction or
experience in addiction medicine or addiction psychiatry. The Contractor shall credential ASAM
Level 2.1, 2.5, 3.1, 3.3, 3.5, 34.0 and Opioid Treatment Progrgmoviders of ARTSservices

using theARTS ASAM Level 2.1 to 4.0 Credentialing FamdARTS Staff Rostavailableat
http://www.dmas.virginia.gov/#/artscredentialing
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The Contractor shall credentihle PreferredOffice Based Opioid Treatment (OBOpioviders
approved by the Department using tnieeria as set forthby the Departmenn 12VAC30-130
506Q Approval will be basedonth®f f i ce of
OBOT AttestationApplicationavailable online at:
http://www.dmas.virginia.gov/#/artscredentialiithe Contractor shall providee Departmera

report on a monthly
defined in theARTSTechnical Manual

42.4.1.5 ARTS Benefit Management

basi s

t he C hevienfofthd®RITS c a l Oof

of t he

OBOT

credent

The Contractor shall provide coverage ARTS benefits within the amount, duration, and scope
of coverage requirements described in@@C Plus Coverage Chaof this Contractin
accordance with th®lental Health Parity and Addiction Equity Act (MHPAEAhdasdefined

in 12VAC 30-130-5100

To the greatest extent possible, the Contractor will aim to maintain compliance with length of
stay limits, e.g.30-dayaverage length of stay for residential services. Should length of stay

limits be exceeded, theontractor shalprovide evidence to DMAS that such limits were

exceeded due to the lackmbvideravailability (e.g., provider shortage area)arower ASAM

Level of Careas defined in this Contract

The Contractor shall allow for the billing methods by ASAM LeveCafe as defined by the

Department andetailed in the table below:

ASAM Level Billing Method
0.5 CMS-1500
1.0 CMS-1500
2.1 CMS-1500 or UB
2.5 CMS-1500 or UB
3.1 CMS-1500
3.3 UB
3.5 Residential UB
3.5 Inpatient UB
3.7 Residential UB
3.7 Inpatient UB
4.0 UB
Opioid Treatment Program CMS-1500
PreferredOffice Based Opioid Treatmen CMS-1500
Substance Abuse Case Management CMS-1500
Substance Abuse Care Coordination CMS-1500
Peer Supports CMS-1500

The Contractor shall not require service authorizations for Screening, Brief Intervention and
Referral to Treatment (ASAM Level 0.5), Outpatient Services (ASAM Level 1.0), or services

provided by a Contractor credentialed OTHPaaferredOBOT organization The following

ARTS Services will require a service authorization to qualify for reimbursement:
1 Intensive Outpatient (ASAM Level 2.1);
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Partial Hospitalization (ASAM Level 2.5);

ASAM Level 3 residential services (ASAM Level 3.1, 3.3, 3.5, 3.7);
ASAM Levd 4 inpatient hospital services (ASAM Level 4.0); and
Peer Support Services.

E R

Authorizations may be approved retroactively based on established provider enrollment

contractual requiremenédter a provider has engaged aiber in treatment to promote

immediate entry into withdrawal management processes and addiction treatment. The
Contractor shal/l respond to the providerds se
uni form service authorization requestt form wi
assessment withitree @) calendar day#or requests for placementlatensive Outpatient and

Partial Hospitalization (ASAM Levels 2.2.5)and Group Home (ASAM Level 3.1)The
Contractor must r espondzatioosubntissionpia tbeRTSEervicé s s er
AuthorizationRequesForms within one () calendar dayor requests for placemeint

Residential Treatment Services (ASAM levels 3.3, 3.5, and 3.7lnpatient Hospital§ASAM

Level 4.0.

The Contractoshall enploy anARTS Care Coordinatawho is a licensed practitioner of the

healing arts, including a physician or medical director, licensed clinical psychologist, licensed
clinical social worker, licensed professional counselor, nurse practitioner or regraiesedvith
clinical experience in treatment of substance use disorder. The ARTS Care Coordinator shall
perform an independent assessment of requests for all ARTS residential treatment services and
inpatient services (ASAM Levels 3.1, 3.3, 3.5, 3.7 angl 4Thhe ARTS Care Coordinator shall

also provide clinical care coordination as defilredection 42.4.1.8of this Contract.

Effective July 1, 2019, the Contractor shall require all ARTS Intensive Outpatient Psogram
(ASAM Level 2.1), Partial Hospitalization Programs (ASAM Level 2.5), and Residential
Treatment Providers (ASAM Levels 3.3, 3.5, and 3.7) to ensure that Medicaid enrolled members
with an Opioid Use Disorder admitted to any of these programs have aceggietebased
Medication Assisted Treatment, including buprenorphifiee Contractor shall be responsible

for ensuring that ARTS IOP, PHP, and RTS provideesassessing and referring members for
Medicaton Assisted TreatmerfMAT) in these settings.

424.1.6 Pharmacy

The Contractor shall be responsible for covering all Food and Drug Administration (FDA)
approved drugs for Members based on the Common Core Formulary as well as follow the
Depart ment 0 dor-sempiqerclinivakcdterid fer elrugssed in the treatment of opioid
use disorder and pain management. Criteria may be located on the DMAS website at:
https://www.virginiamedicaidpharmacyservices.cofihe Contractor is expesd to meet all
otherrequirements as set forth in Section £Barmacy Services

The Contractoor its PharmacyBenefitManager, at a minimurnwill cover all DMAS Preferred

Drug Li st ( P D Lopioidipparnetomgicrtherdpies far pain. The actor shall

cover naloxone injection and nasal spray without restrictions fMeatibers The DMAS PDL

can be accessed&tps://www.virginiamedicaidpharmacyservices.coiithe Contractisall

assure that coverage is no more restrictive than the applicable DMAS PDL requirements and that
no additional service authorization criteria, quantity limits or clinical edits are applied.
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The Contractor shall utilize ti2 e p a r t apgraved 8esvie authorization criteria and

quantity limits for methadone, sheatting opioids, longacting opioids and buprenorphine
containing products when evaluating benefit coverage. DMAS approved service authorization
forms can be accessed at
https://www.virginiamedicaidpharmacyservices.com/asp/authorizationsTdmpContractor

shall not place additional service authorization criteria, quantity limits er ctimical edits on
these drugs.

The Contractor shall be responsible for complying withDMAS approved clinical criteria for

drugs used in the treatment of opioid use disorder and pain managé&nesria can be found

in the DMAS Provider Memodate December 1, 2016 titled Al mpl
for Prescribing Opioids for Chronic PdirCoverage of NotOpioid Pain Relievers and Uniform,
Streamlined Prior Authorization for New Opioi

The Contractor shall cover buprenorphine containing drugs, naltrexone and methadone when
provided as part of Medication Assistéeatmen{MAT) program which includes psychosocial
therapy at rates no less than the MedicaidfBe&ervice fee schedule place at the time of
service.

The Contractor shall allow prescriptions foeferred/formularypuprenorphingaloxonedrugs
written by providers of organizations that are credentialed by the ContractBrefeaedOffice
Based Opioid Treatment (OBOPjoviderand an irnetwork buprenorphine waivered providers
(BWP) providerto by-pass all service authorization requiremenit&n prescribed in dosages of
24 mg or less per day

The Contractor shall allow prescriptions foethadone anduprenorphine coatning drugs
written by providers of organizations that are credentialed by the Contracto©gséogch
Treatment Prograro by-pass all service authorization requirements.

The Contractor shall ensure all orders, prescriptions or referrals for itemsyimeseor

Members originate from appropriately licensed practitioners. The Contractor must credential and
enroll all ordering, referring and prescribing physicians or other professionals providing services
to CCC Plus prograrivembers All claims for paynent for ordered or referred drugs, items or
services must include the NPI of the ordering or referring physician or other professional. If the
NPI is not provided on the claim for payment of the ordering or referring provider is not
credentialed by the @dractor, the Contractor may deny the claim.

4.24.1.7 Integration of Physical Health, Behavioral Health, and Addiction and Recovery
Treatment Services

The Contractor shall implement viable strategies to implement a fully integrated care model
including coordination of physical and behavioral health, primary care, and pharmacy services.
This includes clinically indicated infectious disease testing sueh\gsHepatitis A/B/C,

syphilis, and tuberculosis testing for members with OUD at initiation of and as indicated during
treatment. The Contractor shall also ensure coverage of Hepatitis C treatment and HIV treatment
and prevention including prexposure pphylaxis. For women of childbearing age, the
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Contractor shall promote contraception management with addiction treatment including long
acting reversible contraception (LARC).

The Contractor shall focus on the primary care atigsi(PCP) relationshipsghe M mb er 6 s
provider fAhealth home. o0 This strategy wil/ pr
member 6s health care needs, whether disease s
Contractor shall ensure that PCPs are educated regarding tpeinsigdities.

42418 ARTS Clinical Care Coordination and 24/7 TolkFree Access

The Contractor, consistent with Federal and State confidentiality requirements, shall implement
structured care coordination plans for achieving seamless transitiong off¢ese plans will
address overall care coordination for the ARTS benefit, transitions between all ASAM Levels of
Care, transitions between ARTS service providers, transitions between delivery systems (i.e.,
moving from feefor-service to managed carepllaboration between behavioral health and
physical health systems, and collaboration between the health plans and the BHSA. The
Contractor shakmphasize care coordination for dfigmber with SUD transitioning from
emergency departments or inpatieatyst

The Contractor shall use data from multiple sources (including utilization data, health risk
assessments, state agency aid categories, demographic information, and Health Department
epidemiology reports) to identify members with complex health nasxdading members who
need help navigating the health system to receive appropriate delivery of care and services.
When clinically indicated, th€ontractomwill assign each member toGare Coordinatoto

provide careoordinationsupport throughout theourse of treatment, ensuring that all relevant
information is shared with the treating providers through care transitions.

The Contractor shalprovide ongoing edutian to providers regarding threquiremento engage
in discharge planninfpr all menbers including coordination with the provider at the next level
of care, to ensure the new provider is aware of the progress from the prior level dftwre.
Contractor shalkkonduct chart reviews to ensure compliance and identify opportunities to
improve quality of car¢See Section 10.3 of th3ontract) TheContractor shalfacilitate the
transfer of clinical information between treating practitioners to foster continuity of care and
progress towards recovery.

The Contractor shaltefer to and collaborate with tiBehavioral Health Services Administrator
(BHSA) for mental health service®t included in the contracthe BHSAshallcommunicag

via medical records and other appropriate means to enalifmitieactorto adequately &ck
Member progress.

The Contractor shalllevelop care management and coordination structures to manage pregnant
and posfpartum populations with histories of or current substance use, focusing on planning
strategies to facilitate a recovery environmeidrassing improvements in maternal and child
health, positive birth outcomes and addiction and recovery treatment approaches.

In order to minimize barriers to care, tBentractor shaknsurahat its network includes

behavioral health professionalsfeeming addiction and recovery treatment service assessments
via telehealthwhere available). Services provided via telehealth shalbhsistent with State
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regulations ARTS Care Coordinators will be knowledgeable about the telehealth delivery
systemin Virginia and will referlMembersn rural and other hard to access areas to these
systems in order to receive an assessment. It is expected that there will hdesobersvho
will not be able to access this evaluation through a telehealth solutiorotiicarvisit due to
transportation, psychosocial, or health issues, thuSdm¢ractor shaltontract with a subset of
evaluators to provide in home evaluations in order to accommodate the needs Mictméses
Referencd-ederal Confidentiality RuleRelated To Drug Abuse Diagnosis and Treatment

4.24.19 Program Integrity Safeguards

The Contractor shall perform an annual review on all providers to assure that the health care
professionals under contract with the provider are qualified to provide ARTS and that services
are being provided in accordance with contrdmt, ASAM citeriaand set forth in 12VAC30
1305000 et al., and the ARTS Providerddual andCCC Plus programequirements.
ReferencdProvider Credentialing Standards

4.24.110 Community Integration

The Contractor shall ensure compliance with CMS established pegstned planning and
community based setting requirements into all ARTS service planning and service delivery
efforts. ARTS service planning and delivery will be based upon a peesuared assessment
designed to help determine and respond to what worksent per sonés | i fe and
maintained or improved and what does not work and thus needs to be stopped or changed. The
Contractor shaknsure that providers deliver services in a manner that demonstrates cultural and
linguistic competency as tiled in this contract.

Peer support servicaballbe made available 16CC PlusMembersreceiving ARTS services at
all levels of care. Peer support resour@esan integral component of community integration.

424.111 Services for Adolescentand Youth with SUD

The Contractor shall ensure timely access to the full scope of coverage available to children
under agawenty-one @1), pursuant to the EPSDT benefits. The Contractor shall ensure that
providers working with children under atyeelve (12) have the experience in addiction
treatment with children and adolescents.

424.112 ARTS Reimbursement

The Contractor must reimburse practitioners for all ARTS services and levels of care at rates no
less than the Medicaid Féer-Service fee scheduldreferenceExceptional Processing and
Payment Rules for Nursing Facility, LTSS, ARTS, and Early Intervention

4.24.1.13 Quality Measurement and Improvement

The Contractor shall complyith thedetaikedrequirements anexpectations outlined in this
Contract. The ARTS specific quality measures and reporting and monthly ARRTi&erables
are described iBection 10.®f this Gontract.

The Contractor shall submit any ad hoc reporting requirements specific to ARTS acdoeding t

specifications given bihe Department at any time for the purposesederal and State ARTS
reporting, ARTSongoing monitoring and compliance, AR evaluation, etc.
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4.24.1.14 Interventions to Prevent Controlled Substance Use

The Contractor shall be responsible for complyinitp all DMAS approved clinical criteria for
drugs used in the treatment of opioid use disorder and pain managé&neia may be located
on the DMAS website ahttps://www.virginiamedtaidpharmacyservices.com/

The Contractoshall educate providers aikembersabout the risk factors for opicietlated

harms and provide management plan strategies to mitigate risk including but not limited to
benzodiazepine and opioid tapering toolsygician/patient opioid treatment agreements, and the
offering of naloxone when factors that increase risk for opioid overdose, such as history of
overdose, history of substance use disorder, higher opioid dosages or concurrent benzodiazepine
use, are prest.

The Contractoor its Pharmacy BenesitManagershall implement poinbf-sale denial edits

consistent with the DMAS approved clinical critedietailed in th@MAS Provider Memo dated
December 1, 2016 titled Al mpl ementation of CD
Paini Coverage of NotOpioid Pain Relievers and Uniform, Streamlined Prior Authorization

for New Opioid Prescriptions Effective Decemlie20160

The Contractor shall have in place authorization procedures to override any of the denials when
the prescriber provides compelling clinical documentation and medical necessity for the
override.

424.1.15 Data Reporting

The Contraar shallreport datsspecific to the ARTS benefitss detailed in thARTSTechnical
Manual

4.24.116 Implementing Innovative Payment Models

The Contractor shall work with ARTS providers to develop and implement ARTS bvatesl
payments and alternative payrmemethodologies that drive higjuality care and improve
Member outcomes.

4.25 Court-Ordered Services

The Contractor shall be liable for covering all covered, eordered servicesncluding

involuntary commitment orderdeemed medically necessanyaccordance with the terms set

forth in this Contracand837.2815of the Code of Virginia In the absence of an agreement
otherwise, oubf-network payments will be made in accordance with the Medicaid fee schedule.

4.26 Temporary Detention Orders (TDO) and Emergency Custody OrdergdEDO)

A Temporary Detention OrdefDO) is an order issued by a magistrate for a personhako

been determined to e imminent danger to themselves or others as a result of behavioral

illness or is so seriously behavidyall and is unabléo care for self and is incapable or

unwilling to consent tareatment. The Contractor shall provide coverage for TDOs and ECOs
pursuant to 42 CFR § 441.150 and @&de of Virginia § 16.2335 et seq., § 37-200 et. seq.,

and the2014 Virginia Acts of Assembly, Chapter 69he medical necessity of the TDO

services is assumed by the Department to be established, and the Contractor may not withhold or
limit services specified in a TDO. Services such as an acute inpatient adrogssion be
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denied based on a diagnosis while Mhember is under TDO for Mental Health Services. For a
minimum of twentyfour (24) hours with a maximum oinety-six (96) hours, a psychiatric
evaluation for mental disorder or disease will occur. At the time of the hearing, based on the
psychiatric evaluation and treatment while under the TDO for Mental Health Services, a legally
appointed judge will make a determinatiénTDO may be provided in a State facility certified

by Department of Behavioral Health and Developmental Services.

Coverage for services fdlembers admitted to a freestanding psychiatric facility under a TDO
shallbe handled as follows:

If the Memberis under age twentgne (21) or over age sixfpur (64), and goes into private
freestanding IMD or a State freestanding IMD for a TDO Gbatractolis responsible for the
TDO. If theMembemremains admitted to the IMD after the TDO expires,Gbatracto is
responsible for the psychiatric stay. Following expiration of the TDOCtmractorcan require
that theMembertransfer to a network facility.

ForMembes age twentyone (21) through sixtjour (64), where th&ember goes into private
freestandingMD or a State freestanding IMD for a TDO, providers should submit the TDO
claim to the state TDO program. Theemberwill remain enrolled with th€ontractorbeyond
the TDO timeframe. Th€ontractor will manage thidembeds treatment needs beyond the
TDO timeframe and can require that Membernransfer to a network facility.

The duration of temporary detention shall be in accordance witbdtle of Virginiaas follows:
1 For Individuals under ageighteen18) (Minors)1 Pursuant to 816-340.1.G of he

Code oiVirginia, the duration of temporary detention shall be a minimum of twkmnty
(24) hours with a maximum of ninesyx (96) hours. If the S&our period terminates on
a Saturday, Sunday, or legal holiday, the TDO duration shall continue until the close of
busines on the next day that is not a Saturday, Sunday, or legal holiday. A psychiatric
evaluation for mental disorder or disease will occur. At the time of the hearing, based on
the psychiatric evaluation and treatment while under the TDO for Mental Health
Sevwices, a legally appointed judge will make a determination. A TDO shall be provided
in a State or private facility certified by the State Board of Behavioral Health and
Developmental Services.

1 For Adults ageeighteen 18) and oveii Pursuant to § 37-809.H of theCode of
Virginia, the duration of temporary detention shall be a minimum of twimnity (24)
hours with a maximum of seventyo (72) hours. If the 7Bour period terminates on a
Saturday, Sunday, legal holiday, or day on which the court fsillgwelosed, the TDO
duration shall continue until the close of business on the next day that is not a Saturday,
Sunday, legal holiday, or day on which the court is lawfully closed.

4.2.7 Mental Health Parity

In accordance with Mental Health Parity akddiction Equity Act (MHPAEA) in general and

42 CFRS8 438.910(b) specifically, the Contractor shall not apply any financial requirement or
treatment limitation to behavioral health benefits, including mental health or addiction, recovery
and treatment befits, in any classification (inpatient, epatient, emergency and pharmacy)

that is more restrictive than the predominant financial requirement or treatment limitation of that
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type applied to substantially all medical/surgical benefits in the samefickassn furnished to
enrollees. Additionally, and in accordance with 42 G438.910(b)(2), because the Contractor
is required to provide behavioral health benefits in any classification of benefits, the behavioral
health benefits must be provided te tinember in every classification in which medical/surgical
benefits are provided.

As permitted under MHPAEA, this does not preclude the Contractor from limiting coverage for
medical surgical and behavioral health services on the basis of medical gecessit

4.2.7.1 Alignment with State Plan

The Contractor shall not place limits on behavioral health benefitaraiore restrictive than
limits in place under FFS Medicaid.

In accordance with 42 CF&438.3(e)(1)(ii), theContractor may cover, in addiido services
covered under the state plan, any services necessary for compliance with the requirements for
parity in mental health and substance abuse benefits in 483@B& subpart K.

4.2.7.2 Annual and Lifetime Dollar Limits

In accordance with 42 CFR438.905(b), because the State does not allow for aggregate lifetime
or annual dollar lim#& on any medical/surgical benefits or aggregate lifetime or annual dollar
limitsthat appy to less than on#hird of all medical/surgical benefits provided to @lees the
Contractor may not impose an aggregate lifetimannuadollar limit on any behavioral health
benefit regardless of classification.

4.2.7.3 NonQuantitative Treatment Limits (NQTL)

In accordance with42CF&4 38 . 910(d), the Contractor may no
health benefits in any classification (inpatient,-patient, emergency care or prescription drugs)

unless, under the policies and procedures of the Contractor as written and in openation, an
processes, strategies, evidentiary standards, or other factors used in applying the NQTL to
behavioral health benefits in the classification are comparable to, and are applied no more
stringently than, the processes, strategies, evidentiary standastisgmofactors used in applying

the limitation for medical/surgical benefits in the classification. For example, the Contractor can

limit coverage of behavioral health services based on medical necessity; however, the limits must

be applied no more stringty than medical necessity limits on medical/surgical services. See 42
CFR 438.910(d)(2) for an illustrative |list of

4.2.7.4 Application Across Classifications

In accordance with 42 CFR438.910(b)(2), the Contractor is required to provide biehalv
health benefits in any classification in which medical/surgical benefits are provided.

4.2.7.5 Access to Oudf-Network Providers

In accordance with 42 CF&438.910(b)(2), if an enrollee of the Contractor is provided
behavioral health benefits inyanlassification of benefits (inpatient, outpatient, emergency care,
or prescription drugs), the behavioral health benefits must be provided to the member in every
classification in which medical/surgical benefits are provided.
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4.2.7.6 Mental Health Parit\Reporting

The Contractor is required to provide documentation necessary to establish and demonstrate
compliance with MHPAEA (42 CFR 438, subpart K) regarding the provision of behavioral
health benefits. Specific reporting requirememtsbe describedn the CCC Plus Technical
Manual

4.3 DENTAL AND RELATED SERVICES

T he De p acontranteddead lenefits administrator (DBA) under the Smiles for Children
programwill continue to cover diagnostic, preventive, restorative/surgical proceduré&xCfor
Plus progranchildren and pregnant women as well as orthodontia servic€&CiGrPlus
programchildren. The DBA also will provide coverage for limited medically necessary oral
surgery services for adults (age 21 and older).

The Contractor shall besponsible for transportation and medication related tovered

dental servicesln addition, he Contractor shall be responsiblefiarking closely with the

DBA to coordinatamedically necessary procedures for adults and children, including but not
limited to, the following:

1) CPT codes billed for dental services performed as a result of an accident.

2) Medically necessary procedures, including but not limited to, preparation of the mouth for
radiation therapy; maxillary or mandibular frenectomy wherrelated to a dental
procedure; orthognathic surgery to attain functional capacity; and surgical services on the
hard or soft tissue in the mouth where the main purpose is not to treat or help the teeth and
their supporting structures.

3) In accordance with 88.2-3418.12 of theCode of Virginiathe Contractor shall cover
anesthesia and hospitalization services when deemed medically necessary to effectively and
safely provide dental care. The Contractor shall work witlDtleep a r t DBA tot 6 s
coordinate covexge for these services.

4) Coverage is required for children under the agiévef(5), personsvith severe disalties,
and persons who have a medical condition that requires admission to a hospital or outpatient
surgery facility when determined by a lieeul detfist, in consultation withthe ®kmb er 6 s
treating physician that such services are required to effectively and safely provide dental
care. The Contractor shall honor anesthesia and hospitalization authorizations for medically
necessary dental servecas determined by tize par t DBANt 0 s

At their option, the Contractor may cover routine and preventive dental services for adults as an
enhanced benefit.

4.3.1 Coordination with Dental Benefits Administrator (DBA)
The Contractor shall assure effaitscoordinate outreach with the DBA to improve utilization.

The Contractor shall designate a liaison (by name, phone number, and email address) and a back
up to work coll aboratively with the Departmen
authorizationsre handled timely and in accordance with the provisions described below.
Authorizations for these services shall be handled as follows:

A The dental service provider must submit the request for authorization directly to the DBA;
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A If the DBA reviews theequest for dental related hospitalization and/or anesthesia based
upon medical necessity;

A If the DBA approves the request, the DBA coordinates anesthesia and hospitalization
aut horization for Dent al Servicespravider h t he C
network.

A The Contractor shall honor anesthesia and hospitalization authorizations for medically
necessary dental services as determined by the DBA.

A The Contractor shall respond in writifga facsimile (262) 838575 secure email, or any
ageed upon secure communication meditonthe DBA request for authorization within
two (2) business days. An authorization shall include a valid date range for the outpatient
request.

I f the Contractor disagrees wtythaConttagormaBAds de
appeal within two (2) business days of notification by the DBA of the authorization. The appeal
must be made directly with the Departmentdos D
decision shall be final and shall not be subjedutther appeal by the Contractor. The
Department s decision, however, aotheeMe mbetr 0sver
State Fair Hearing Process

44 EARLY A ND PERIODIC SCREENING, DIAGNOSTIC, A ND TREATMENT
(EPSDT)

The Contractor is respongbfor all EPSDT services for their Members under age twengy
(21).EPSDT services for Members under age twamtg (21) also apply to the Medicaid
Expansion population as described in Section 3Thé&.Contractor shall comply with EPSDT
requirementsincluding providing coverage for all medically necessary services for children
needed to correct, ameliorate, or maintain health st&efer to theCCC Plus Coverage Chart
attached to this Contract for more information.

4.4.1 Enhanced Scope of Coverage

The Contractor shall provide coverage thro&gSDTfor medically necessatyenefits for

children outside the basic Medicaid benefit package including, but not limited to, extended
behavioral health benefits, nursing care (including private dogysonacare,pharmacy

services, treatment of obesity, neurobehavioral treatrderdable medical equipment, nutritional
supplementsand other individualized treatments specific to developmental issues where it is
determined that otherwise excluded service®fitxfor a child is a medically necessary service
that will correct, improve, or is needed to maintain (ameliorate) the child's medical condition.
The Contractor shall coveradical services (even if experimental or investigational) for children
per EP®T guidelines if it is determined that the treatment or item would be effective to address
the childbés condition. The determination whe
and based on the latest scientific information available.

4.4.2 Contractor & EPSDT Review Process

The Con ERSBTraview poosess for medical necesshallconsider the EPSDT correct,
maintain or ameliorate criterial he determination of whether a service is medically necessary
for an individual child must be made on a chgecase basis, taking into account the particular
needs of the child. Th@éontractorshak o nsi d er t fean needd, nodustsvhati®s n g
required to address the immediptesenting problemTheContractor shalktonsider all aspects
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of a childods needs, including nutritional, so
disordersServices foMedicaid children thatlo not meetthe | a n 6 s ogemgeeriteaid ¢

shall receive an individualized revidw a physician with experience in treatingihe mb er 0 s
condition or disease artbatensursthat the EPSDT provision has been considefidue
Contractor shalhot use a definitow f medi cal necessity that 1 s mc
definition. The Contractor shall not issue enihl forchildrenservices untian individualized

medical necessitseview has been completed.

The policies and procedures must allow proddercontacCare Coordinatarto explore

alternative services, therapies, and resources for Members when necessary. No service provided
to a child under ER&GDAt wanmk @epeehomdnddi a$ 0f o ut
coveredd0 unl ess atgu aswondoveredoicdrved onbf this Contract.

443 Depart ment Approval of Contractords EPSDT F

The Department must review and approve the po
EPSDTreview process prior to implementation, at revision or upon request.

4.4.4 Contractor EPSDT Outreach and EducationResponsibilities

The Contractor shall inform Members about EPSDT senandshow to access cardhe

Contractor shall assure that a papiating child is periodically screenéollowing the American
Academy of Pediatrics (AAP) and Bright Future recommendatantsireated in conformity

with the AAP periodicity schedule. To comply with this requirement, the Contractor shall design
and enploy policies and methods to assure that children receive prescreening and treatment
when due.

The Contractor must educate and inform Members identified as not complyinpeBRSDT
periodicity and immunization schedules, as appropriate. The Ctamtsdall provide copies of

any such notices to the Department and provide documentation as to the frequency and timing of
these noticesas well as further outreach if notices are not successful

4.4.5 Documentation of Screenings

EPSDT services shall be subject to all the Co
network provider services. EPSDT services shall also be subject to the following additional
documentation requirements: (1) The medical record shall indicate adpgappropriate

screening was provided in accordance withAA® and Bright Futureperiodicity schedule and

all EPSDT related services whether provided by the PCP or another provider; and, (2)
Documentation of a comprehensive screening shall, at a nmmjcentain a description of the
components utilized.

4.46 EPSDT Quality Improvement Activities

The Contractor shall incorporate EPSDT requirements such as lead testing and developmental
screeningsaccording to AAP and Bright Futures,its quality asstance activities. The

Contractor must implement interventions/strategies to meet the following criteria: (1) Childhood
Immunization rateg2) Well-child rates in all age group&) Lead testing rate¢4) Increase
percentage of lead testing eblyear ¢ds each contract year; and, (5) Improve the current
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tracking system for monitoring EPSDT corrective action referrals (referrals based on the
correction or amelioration of the diagnosis).

The Contractowill follow a long-term improvement plato increasdEPSDT levels that wilhot
exceed five (5) years

4.4.7 Treatment and Referrals

When a developmental delay has been identified by the prdeidehildren under agéhree ),
the Contractor shall ensure appropriate referrals are todte Infant and Toddler Connection
and document ed i n ThelCentrauter shallemor& with theeDepartntest to
refer Members for further diagnosis and treatment or felipvof allconditionsuncovered or
suspected. If the family requestssistance with transportatiandscheduling to receive
servicedor early interventionthe Contractor is to provide this assistance.

4 4.8 Immunizations/Vaccinations

The Contractor shall ensure that providers render immunizations, in accordanteVa®PSDT
periodicity schedule specified in the most current Advisory Committee on Immunization
Practices (ACIP) Recommendations, concurrently witrER8 DT screening and thatevhbers
are not inappropriately referred to other providers for immunizati®hs. Contractor shalWork
with its network providers to adhere to the ACIP recommendations.

The Contractor is responsible for educating providers about reimbursefismmmunizations,

educating Mmbers about immunization services, and doating information regarding

Member immunization. The Contractor shall encourage all PCPs who administer childhood
immunizations to enroll in theirginia Vaccines for Childrennegram (VVFC), administered by

the Virginia Department of Health and shall include enrellmt i nstructi ons and
Chi | dppleatian 6r, if electronic, a hyperlink to the application) in its provider network

manual and trainings

The capitation rate paid to the Contractor does include the fee for the administration of the
vaccines. The cost for immunization serum is paid for with federal funds. The Contractor shall
not allow primary care provids to routinely refer Mmbers to the local health department to
receive vaccines. To the extent possible, and as permitted byi&isgatute and regulations,

the Contractor and its network of providers shall participate in the Statewide immunization
registry database. Further, the Contractor is required to submit its immunization data to the
Virginia Immunization Registry on a mdmnly basis. Coordination of Benefits is not applicable

for VVFC claims submitted by VVFC providers. Payments for such claims are to be made by
the Contractor.

4.4.9 Private Duty Nursing (PDN) Services for Children

The Contractor shall cover medically mssary PDN services for children under age 21, in
accordance with the Departmentdés criteria des
required in accordance with EPSDT regulations described in 42 CFR 88 441.50, 440.80, and the
Social Secuurity Act 88190&) and 1905(r)l. Individuals who require continuous nursing that

cannot be met through home health may qualify for PDN. EPSDT PDN differs from home

health nursing which provide for short term, intermittent care where the emphasis is on Member
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orcaregive t eachi ng. Under EPSDT PDN, the individ
nursing care, including but not limited to, nursing level assessment, monitoring of unstable
conditions, and skilled interventions.

4.5 EARLY INTERVENTION (EI)

Early Interveation (El) services, authorized through Part C of the Individuals with Disabilities
Education Act (20 USC § 1431 et seq.), as amended, and in accordance with 42 CFR §
440.130(d)as wel | as the DBHDS Part C Manuate and t
covered under this Contra&hildren from birth to age three who have (i) a 25% developmental

delay in one or more areas of developméntatypical developmenbr, (iii) a diagnosed

physical or mental condition that has a high probability of reguitira developmental delay are

eligible for El services. El services are designed to address developmental delay in one or more
areas (physical, cognitive, communication, social or emotional, or adaptive).

El services are not medically indicated for dhéin aged thre@) and above. El services are

available to qualified individuals through Early and Periodic Screening, Diagnosis and Treatment
(EPSDT). El services for children who are enrolled in a contracted MCO are covered by the

health plan withinth® e par t ment 6 s coverage criteri-a and g
501 3 1. By | aw, Part C funds are to be used as
children and families when no other saiaf payment is availabjgursuant t&0 U.S.C. § 140
and12VAC35225210.

The Contractor shall work collaboratively with the EI Service Coordinator to: (1) ensure the
Member receives the necessary El services timely and in accordance with Federal and State
regulations and guidelines, (2) to coordinateeotservices needed by the Member, and (3) to
transition the Member to appropriate services.

I n Virginia, the EI services program is calle
and is managed by the Department of Behavioral Health and Deveitagdr8ervices (DBHDS).

DBHDS contracts with forty (40) local lead agencies (LLAS) to facilitate implementation of

local El services statewide and also is responsible for certification of El providers and service
coordinators/case managers. Providers @i atiency) must be enrolled with DMAS as an Early
Intervention Provider.

All El service providers participating in the Virginia Medicaid Medical Assistance Services
Program and/lanaged Care Organizationaist adhere to the requirements and provide searvice
in accordance with State and Federal laws and regulations governing the provision of Early
Intervention services, as well as both of the Early Intervention Practice Manuals (DMAS and
DBHDS Part C).

Children are first evaluated by the local lead agency to determine if theyare€&

requirements If determined eligiblethe local lead agency enteéne datan the Infant and

Toddler Online Tracking Syste(ilrOTS). Based upon ITOTS information, tBepartment of
Behavioral Health and Developmental Services (DBH&S&If enters thearly interventionkl)
level of care inthe DMAS system.Once the LOC is entered, the El services are billable based
upon the physi ci aAhB senicerpaveders must be enrelled withSHe .
chil dés hetabilingh. pl an prior
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EI services are provided in accordance with t
(IFSP), developed biye multidisciplinary teamincluding the MCOCare Coordinatoand EI

service teanftwo or more individuals from separate disciplines or professions and one of these

must be the EI Service Coordinator), the MCO Care Coordinator, the family/cardtneer.

Cont r &ar¢ @oordirator may collaborate with the EI SesvCoordinator if unable to

attend the IFSP meeting-he multidisciplinaryteam willaddresshe developmental needs of the

child while enhancing the capacity of familie
family centered treatmertl services ar e performed by EI certifie
natural environment, to the maximum exteppropriate Natural environments can include the

chil dés home or a community based setting in

In accordance with Chapter 53 of Title 2.2 of @ede oiVirginia, the Contractor shall provide

coverage foEl servicsas descr i be dIFEhhdevelbped bivitbendzad lead agency

The Contractor shall wor k codtitisigimary eamtov @) v as
ensure the Mmber receives the necessary El services timely and in accordance with Federal and
Stateregulations anguidelines, (2) to coordinatother services needed by theriwber, and (3

to transition the Mmber to apprariate servicedMedical necessity for Early Intervention

services shall be defined by thee mb dRSB mcludingin terms of amount, duration, and

scope. Service authorizatioghall not be required.

The IFSP shall be approved by fheysician, physicianssistant, or nurse practitionefhe

signature of the physician, physiciarsiggant, or nurse practitionen the IFSP or a letter
accompanying the IFSP or an IFSP Summary letter wiktity (30) days of the first visit for

the IFSP service is required for reimbursement of those IFSP services. If physician certification
is delayed, services are reimbursed beginning the date of the physician sighh&u@ontractor
shall ensure thats El policies and procedurgmcluding crelentialing,follow Federaland State

El regulations andoverageand reimbursement rules in the DMAS Early Intervention Services
Manualand the DBHD3racticeManual

The Contractor shall ensure that Members leeesdo El providers who are certdd by the

Department of Behavioral Health and Developmental Services (DBHDS) The Contr act o
network shall be sufficient in all disciplines to provide assessments and ongoing services in
accordance with Federal timelinesd DMAS program requirement&l providers shall be

contracted with or have a memorandum of agreei®@t) in place with the local lead agency

for the catchment area in which the Member resides.

The EI Service Coordinator shall send to the Contractor the following sectidres I6SP:
Section Ii Child and Family Information
Section Vi Services Needed To Achieve EI Outcomes
Section VIi Other Services

These sections shall be forwarded to the Contractor upon initial development of the IFSP, when a
change of service is indieatd and annually. The | FSP shalll
records. The El Service Coordinator shall forward to MCO Sectioin Viansition Planning

once the Transition Plan Section is developed. The Contractor may request other sections of the
IFSPto assist in care management and provision orEi@®rvices.
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If the IFSP (Sections I, V, and VI) is not on file, the MCO shall make every effort to obtain the
IFSP from the Service Coordinator or provider prior to processing the claim in order tot@reven
premature denial of a claim. The only services excluded from this requirement are Service
Coordination (T2022) and Initial Assessment (T1028)ese services should pay with or

without the IFSP at the full El rate. Lack of an IFSP (Sections |, VVdndn file with the

MCO will constitute a noftlean claim, except for the two codes noted in this paragraph.

Early intervention reimbursement is defined by ten (10) distinct codes, inclusive of appropriate
modifiers. These codes can only be billed foefrolled children (as indicated by the El

indicator on the 834ligibility file) by providers who are certified by DBHDS and enrolled with
DMAS/MCOs as an El provider. El codes require no authorization from the Contractor.

The Contractor shatkimburse EI services no less that the EI Medicaid fee schedule in place at
the time of services. The Contractor also shall use the full El rate when paying secondary claims
for El services submitted by EI providers for EIl enrolled children.

Refer toSecton 12.4.12.3Comprehensive Health Coverafge information on the hadling of
TPL for El servicesthe AttachedCCC Plus Coverag€hart (Section 3BYor covered services
and billing codes, anBrovider Paymentor special El claim processing requirements

4.6 EMERGENCY AND POSTSTABILIZATION SERVICES

The Contractor shall providmverage and payment of emergency servicepaseemergency
care services in accordance with 42 GHR8.114without service authorizaticandregardless

of whether the provider that furnishes the services has a contract w@brib@actor.The

Contractor shall also cover services needed to ascertain whether an emergendyhexists.
Contractor shall base coverage decisions for emergency seovidbe acuity of the presenting
symptoms at the time emergency services are sought. The prudent layperson standard of an
emergency service definition shall not serve as the sole reason for denial of payment.

The Contractor shaliot deny payment foreéatment obtainedy a Member whdad an
emergency medical condition, includimgwhich arepresentative of th€ontractornstructs the
Member b seek emergency serviaasin casesvherethe absence of immediate medical
attention would not havessultedn a serious health condition as provided in the definition of
emergency medical condition.

The Contractor shall noinhit what constitutes an emergency medical condition on the basis of

lists of diagnoses or symptoms; asithll not efuse to cover emgency services based on the
emergency room provider, hospital, or fiscakagt not noti fying the Cont
primary care provider, or applical St at e ent i tsgreemng and treatmaéviewittine r 6 s
ten (LO) calendar days of presentatiom 8amergency serviceShe Contractor shall ensure that

the Membemwho has armergency medical conditionmst held liable for payment of

subsequent screening and treatment needed to diagnose the specific condition or stabilize the
Member 6s condition.
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The Contractor s hal attengingeemargency phg@mn, ortthke grovitke mber 6 s
treating theMember is responsible for determining when tdlemberis sufficiently stabilized
for transfer or discharge

The Contractor shall provide coverage grmyment fopoststabilization care services

accordance with provisions set fortrd2t CFR 8422.113(cYhat a treating physician views as

medically necessary until AFTER an emergency condition has been stabiizggblying those

provisions, the Catractor shall comply with all provisions in the same manner as required for

AMA or ganiandat iidn nancially responsibleodo entity

In accordancevith 42 CFR $38.114e), the Contractor is required to cover pst&tbilization

care services administered to maintain, 1impro
without preauthorizatiorgnd regardless of whether the Member obtainséin@ceswithin the

Contractod s newhweonr kt he Contractords representative
reach agreemestoncer ni ng t he tMembCeornd s accaroe,0 sampdiysi ci
for consultation.

4.7 LONG TERM SERVICES AND SUPPORTS

Long Term Services arBupports (LTSS) are services and supports that assist individuals with
health or personal needs, activities of daily living, and instrumental activities of daily living over
a period of time. Long term services and supports can be provided at honeecomitiunity,

or in various types of facilities, including Nursing Facilities.

LTSS may be provided through a 1915(c) Home and Community Based Services (HCBS)
waiver. Individuals enrolled in the Commonwealth Coordinated Care Plus waiver shall receive
waiver services furnished by the Contractor as well as medically necessamaiven services.
Individuals enrolled in th®D waiversarecovered under this Contract only for their medically
necessary newaiver servicesThe Contractor shall be responsifide knowedgeof the services
within theDD waivers to ensurthe overall health and welbeing of all CCC Plus program
Members.

The Contractorshall comply with regulations and policy governing the CCC Plus WaRefer
to theCCC Plus Coverage Chaattached to this Contract for more informat@mLTSS
services, billing codes, and links to DMAS regulatory and policy guidelines.

Refer to the attachddOC AssessmerfHHRA)and Individualized Care Plan (ICHjequirements
by Populatiornchartfor guidance on timelines fandividuals receiving Long Term Care
Services.

4.7.1LTSS Screening Requirements

Forall Members admitted to a Nursing Facility (NF) on or afigly 1, 2019 the Contractor

shall not reimburse a Nfér services until a screergrhas been completed for the Member by an
appropriate screening team (described below), the screening has been entered into the ePAS
system (also described below), and the individual is foundetet IdF level of care criteria.
Payment shall not be madettte NF until the Contractor receives a copy ofgteeening
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In accordance with the 8323B0 of theCode of Virginia all individuals requesting community
basedwvaiveror nursing facility LTSSnust receive a screening to determine if they meet the
level of care needed for NF services. DMAS contracts with the Virginia Departiidetlth
(VDH), Department foAging and Rehabilitation Services (DARS), and hospitals to conduct
screenings for ingiduals. Community screenings for adults (over the age of 18) are conducted
by members of the local akh departments (LHD) thatclude physicians and nurses along with
social workers and family services specialists within the local department of szviakes

(LDSS). Community sreenings for children (up to the age of 18)@etracted to a DMAS
designee, currently VDHhrough the local healttlepartments the jurisdiction where the child
resides.Acute careand rehabilitatiornospitals utilizepersons designated by the hospital to
complete the screening. Details about the screening pracddbe criteria for meeting the level
of care required for eligibility for LTS8 an be f ound i ScreenihgegMarddp ar t me n
MedicaidFunded Longlerm Services and Supports (LT§8gviously referred to as the
Preadmission Screening Manual) the Virginia Medicaid Provider Portal.

The screening process is automated through the DMAS Electronic Screening (ePAS)@ystem
DMAS approved electronic record systenThe ePAS system ismaandatorypaperles®nly,

automated reimbursement and tracking system for all entities contracted by DMAS to perform
screenings. DMAS requires all LTSS screenings to be entered by the appropriate screening team
into the ePAS automated systeifimeframes fothe validity of thescreenings areutlinedin

the Screening Manudbr Medicaid Funded Londerm Services and Supports (LT.SB)me

frames for completingnd submittinghe screeningareset forth in 12VAC3660-306.

The Screeningeam conducts the screening using screeningsdim Uniform Assessment

Instrument (UAI) the DMAS-96 (Medicaid Funded Lon@lerm Sevices and Supports (LTSS)
Authorization Form)and otherequired forms and enters theeMnb er 6 s screeni ng i
The ePAS system informs the screener if the individual meets the NF level of care.

As part of the screening, individualgo are technlmgy dependent also receive an age
appropriate DMAS Technologissisted WaiveAdult Referral form (DMAS108) or
TechnologyAssisted WaivePediatric Referral form (DMA809). The CCC Plus Waiver shall
be offered to individuals who meet criteria descrilmetil2VAC3060-303 Appropriate
community based services shalldféeredand explained to the individuptior to consideration
of nursing facility placement; community based services include the CCC Plus \Ataiver
Program of all Inclusive Care for tligderly (PACE) (excluded population).

Thescreeningncludes the following documentation requiremeaeferred to as the screening
packet
1. Uniform Assessment Instrument (UAI)
2. DMAS-95 MI/DD/RC (and DMAS95 MI-ID/RC Supplement Form, Level Il, if
applicale) for individuals who select nursing facility placement
3. DMAS-96 (Medicaid Funded Lon§erm Services and Supportauthorization Form)
4. DMAS-97 (Individual Choicd Home and Community Based Servicesratitutional
Care or Waiver Services Form)
5. DMAS-108(Adults) or DMAS 109 (Children) for individuals who are technology
dependenand need private duty nursing
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For Members that have screening determinations completed after enrolling in the CCC Plus
program, the screening information shall be submittedegdContractor by the screening team
Refer to the DMAS MedicaitMemo posted August 17, 2017 for details of the screening and
referral process.

The Contractor shall follom p wi t h t he Member as expeditiousl
condition requires an@ithin no more than five (5) business days following receipt of the

information from the screening team. The Contractor shall use information obtained from the
Screeningn the Assessment/ICP process.

Individuals should not be approved to receive Madidunded LTSS without having a screening

on file that confirms the individual meets NF level of cde&ceptions to this process are

outlined in12VAC30-60-302 The Contractor shall work closely with DMAS and stakeholders

to develop and implement a jpess that ensurdéise appropriate level of care documentaisn

on file for its Members prior to the Contract
LTSS claims.The term LTSS in this Section refers specifically to nursing facilitreithe CCC

Plus Waiver

4.7.2 Commonwealth Coordinated Care Plus Waiver

On July 1, 2017, Virginia received approval from the Centers for Medicare and Medicaid
Services (CMS) toperate the Commonwealth Coordinated Care Plus (CCC Plus) Waiver,
whichcombines theD e p a r t me Bldedy®r Dsabledwith Consumer Direction (EDCD)
Waiver with the Technology Assisted (Tech) Waiv&he CCC PlusHome and Community
Based Waivemncludes all of the servicethat wereavailable in both the EDCD and Tech
Waivers. Thesservicesaredescribed in Section 4.7.2.2 aindAttachment 5 of this Contract.

4.7.2.1 Populations

The CCC Plus Waivecovers a range of community support services to individualsando

aged, who have a disabilityy individuals who areéechnologydependenandrely on a device

for medical or nutritional support (e xgentilators, feeding tube, or tracheostomyhe CCC

Plus Waiver has two benepitans the standard benefitan (similar tothe EDCD benefi) and

the tech assistdakenefit plansimilar to theTechnology Assistelenefi). Individuals who are
enrolled in the tech assisted benefit placeive all of the services in the Standard benefit as well
as private duty nursing servicedividualsreceiving the tech assisted benafiétechnology
dependenandhawe experienced loss of a vital body function, and require substantial and
ongoing skilled nursing care.

In accordance with 12AC 30-120-905 CCC Plus Waiveservices shall not beoveredfor, or

provided tg any individual whaesides in a NF, an ICF/lIDehabilitationhospitas, an assisted

living facility licensed by VDSS that serves five (5) or more individualsg-stay hospitalsa

skilled or intermediate care nursing fagijia general acute care hospitahadultfoster home

or a group home licensed by DBHDS. Transition coordination and transition services may be
available to individuals residing in some settings thraugdhe Contractor és trans
Additionally, certainCCC Plus Waiver sgices shall nbbe available to individuals residing in

an assisted living facility licensed by VDSS that serves four or fewer individuals. These services

are: respite, PERS, ADHC, environmental modificatji@ssistive technologgnd transition

services. Personal caservices shall be covered for individuals living in these facilities but shall
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be limited to personal care not to exceed {&ehours per day. Personal care services shall be
authorized based on the individual's documented need for care over and abpvevided by
the facility. Services shall also be provided in settings that meeZkh® Home and Community
Based Settings Final Ruylsee Attachment 12 of this Contract for additional details.

4.7.2.2 Services

For Members enrolled in tHeCC Plus Waier, the Contractor shall cover all services which
provideMembers an alternative to institutional placement. This incltreefollowing

gualifying CCC Plus Waiver Servicesadult day health care, personal care (ageh®cted
and/or consumedirected) skilled private duty nursing, respite care (agedicgcted and/or
consumedirected) or skilled private duty respite care (agency direetea)ell as the following
services that can be covered for individuals who receive at leaguahfyingwaiverservice:
personal emergency response systems and medication moniassiggive technologynd
environmental modificationsTransition serviceshall be coveretbr those Members meeting
criteria who are transitiongnback to the community from auksingFacility or long stay
hospital. For children under age 21, most of these services will be abtereugh EPSDT. The
CCC Plus Véiver would be used for any services not covered under EPSDT, such as respite
services.Refer to Section 4.for detaik regarding EPSDT. Als@sCare Coordination with
Transitionsof Carein Section 5.1@ndAttachment 5 CCC Plus Coverage Chart

4.7.2.3 Level of Care

In order tobeenrolledin the CCC Plus Waiver, an individual must meet the level of care (LOC)
requred for aNursingFacility, a specializedNursingFacility, or along stay hospital.

Enroliment into theaCCC Plus Waiverequiresa screeningperformed by a hospital or

community teanas described iBection 47.1, LTSSScreening Requirements

The Contractor shall be responsible for ensuring thaE®eé Plus Waivelevel of care is
correct for its membershigt is important that the level of car&formation berevised timely so
that the member has accesshie appropriatservices and alsim enableDMAS to paythe
Contractorat thecorrect capitatiomate See Section 191.8, Recoupment/ReconciliatioThe
Contractor shall follow the process described in Section 4.7.9 for level of care entries and
notifications to DMAS regarding certain level of cadmissions, discharges, actltanges.

4.7.2.3.1Level of Care (LOC) Reviews

Level of Care (LOC) ndewsshall be completedt leastannually The annual LOC review may

be completed up to sixty (60) calendar days prior to the annual due date for the MEhaser.
reviewsensure thamMembers enrolled in the CCC PlusaWer continue to meet the functional
andmedical criteria for enroliment in the waiver2(CFR8 441.302 (c) (2)).The Contractor

shall submit to the Department for approval at implementation, upon revision, or upon request,
the policies and procedures for its Level of Care (LOG)idves

In addition to the annual LOC review, the Contractor shall initiate a LOC review at any time the
Contractords (Care Coordinator) assessment
Plus Waiver criteria.

LOC Reviews shall be conducted using tiexvelof Care Review Instrume(itOCERI) also
known as the DMAS 99 Series Farmhe Contractor shall entell eequired information for the
LOCERI electronicallyusing the Virginia Medicaid Web Port&alOC review tab TheLevel of
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Care User Guidand Tutorial is available on the Virginia Medicaid Web Portal, Provider
Resources tab, ahttps://www.virginiamedicaid.dmas.virginia.gov

All LOC reviews for Members in CCC Plus &Wer must 1) be conducted facéo-face 2) be
performedby individuals that meet theviewrequirements as outlined in this@tract 3) be
conducted timely (minimum within 36&alendardays of the last annual LOCwew); 4) be
conducted whea Member experiences a change in status that could impact Wwaiggonal
eligibility; and, 5)include all the elements on the DMAS Sé@ries FornfLevel of CareReview
Instrument). For Members wlase receiving private duty nursing servicé®e LOC anual
review shallalso include albf the elements on the DMAS 109 (Technology AssidPediatric
Referral Form) othe DMAS 108 (Technology Assisted Adult Referral Form).

The Contractoshallprovide the Departmentith any LOC review data and resulter CCC
Plus Waiver participantyia the Virginia Medicaid Provider Portaithin two (2) businesdays
of the LOC reiew.

For individuals that do not meet criteria, DMAS will condactecond level reviewDuring this
review, DMAS may contact the Cwactor and/or the Member for additional informatidh.
DMASOGsecond level review confirms that the Member does not meet criteria, DMAS will notify
the Member and the Contraciarwriting of the termination of the waivéwith appeal rights)

within no more than thirty (303lays.

Any resulting Member appeal will be led by DMAS. The Contractor shall work collaboratively
with DMAS on all appeal related activitiesd attend any state fair hearing or appekted
meetings as requested by DMAShe Contractor shall continue services in accordance with the
appeals criteridescribed in Section 1&f this Contract.

The Contractor shall maintain the initial LOC evaluation and reevaluation documentation for a
minimum of ten (10) years in a searchable, electronic format. LOC evaluation and reevaluation
documentation shall be providedttee Department upon request amithin required time

frames and formats. Aggregate data from all participating health plans will be maintathed by
Departmentor reporting purposes.

4.7.2.4 Health Risk Assessment (HRA) Elements

The Contractor shallse Care Coordinat@who shall conpletean initial faceto-face Heah

Ri sk Assessment (HRA) for newly enroll ed Memb
condition requiresindaccording to thguidelines set forth in thdealth Risk Assessment (HRA)
Section5.3 of this Contract.

4.7.2.5 CCC Plus Waiver Servicescope of Coverage

The Contractor shall provideCC Plus Waiveservicesat leastin equal amount, duration, and
scope as available under Medicaid-feeservice as describeklVAC30-120-924and
Attachment 5 of this ContraciVaiver services may be agendiyected (AD) or consumer
directed (CD).CD services afforéhdividualsthe opportunity to act as the employer in the-self
direction of personal care or respite services. This involves hiring, training, supervision, and
termination of selfdirected personal care assistants.
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4.7.2.6 ConsumetDirectedor Agency Directedservices

A Member may receive consuradirected (CD) services along with agerdiyected (AD)
servicesA Member receiving CD personal care services can atsgve Adult Day Health Care
(ADHC) or agencydirected personal care. However, Members cannot simultaneously (same
billable hours) receive multiple/duplicative services. Simultaneous billing of personal care and
respite care services is not permitted.e Thoice of CD is made freely by the Member or the
authorized representative or caregiver, if the Member is not able to make a choice.

For both AD and CD care, the Member must have a viable lyagian (e.g. a family member,
neighbor or friend willing ath available to assist the Member, etc.) in case the personal care aide

or CD attendandr nurse is unable to work as expected or terminates employment without prior
notice. The identification of a baalp plan is the responsibility of the Member and faraihd

must be identified and documented on the pecsriered Individualized Care Plan. Members

who do not have viable baalp plans are not eligible for services until viable bapkplans

have been developed. For AD care, the provider must make aabgsattempt to send a

substitute personal care aide but, if this is not possible, the Member must have someone available
to perform the services needed.

The Contractor shall provideCC Plus Waiveservices when: the Member is present; in
accordance wit an approved persarentered Individualized Care Plan; the services are
authorized; and, a qualified provider is providing the services to the Member. Services rendered
to or for the convenience of othedividualsin the household (e.g., cleaning roommoking

meals, washing dishes or doing laundry etc. for the family) are not covered.

For more information o€CC Plus Waiveservices, refer to theCC Plus Coverage Chart
attached to this Contract.

4.7.2.7 Adult Day Health Care (ADHC)

Long-term maintenance or supportive services offered by a comrrasgd day care program
providing a variety of health, therapeutic, and social services designed to meet the specialized
needs othose waiver individuals who are elderly or who have aidisaand who are at risk of
placement in a nursing facilityThe program shall be licensed by the Virginia Department of
Social Services (VDSS) as an adult day care center (ADCC).

4.7.2.8 Personal Gre Services

Assistance with Activities of Daily Livig (ADL): eating, bathing, dressing, transferring, and
toileting, including medication monitoring and monitoring of health status and physical
condition. This service does not include skilled nursing services with the exception of skilled
nursing tasks @t may be delegated pursuant to the Virginia Administrative Code 18VVAG90
240through 18VAC96019-280. When specified in the individual service plan, personal care
services may include assistance with Instrumental Activities of Daily Living (IADL), asch
dusting, vacuuming, shopping, and meal preparation, but does not include the cost of meals
themselves. Supervision, as an allowable personal care service, shall be provided pursuant to
12VAC-30-120-924 D.2.c. andl. and 12VAGC30-120-924 G.2.b.CD skiled services shall be
provided pursuant to théode of Virginia§ 54.:3001(13.
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The Contractor shall provide coverage fergpnalcare servicetor work-related or schoel

related personal assistangken medically necessaryrhis allows the personal care provider to
offer assistance and supports for individuals in the workplace and for those individuals attending
postsecondary educational institutions. This service is only available to individuals who require
personal car services to meet their ADLs. Workplace or school supports through the CCC Plus
Waiver are not provided if they are services provided by the Departarehging and

Rehabilitative Services, required under IDEA, or if they are an employer's responaifualér

the Americans with Disabilities Actr &ection 504 of the Rehabilitation Act.

Individuals are afforded the opportunity to act as the employer in thdisstfion of personal

care services. This involves hiring, training, supervision, and tatimmof selfdirected

personal care assistantsor CD services, Th€ode of Virginia8§ 54.33 001 ( 12) st at es
person performing state t@derally funded health care tasks directed by the consumer which are
typically seltperformedfor an individualwho lives in a private residence and who, by reason of
disability is unable tgperform such tasks but who is capable of directing the appropriate

perf or mance exempsedfoom theé NusdRrattica Act and nurse delegation
requirements Refererwe Chapter IV of the DMA&Iderly or Disabled with Consumer Direction
Waiver Services Provider Manufdr additional details.

In accordance with 12VAC3020-924.B, the Contractor shall develop policies and procedures
for Department approval prior to imphentation, and at revision, and upon reqtiest include

the ability to determine the capacity of Members to-deHctservices, the criteria for
determining when a person receiving services is no longer able-ttireelf services received,
and reguldy verifying that appropriate services are provid@the Contractor has the option to
use thdDMAS-95 Addendunto determing h e M e capaeity t0 sellirect servicesThe
policies and procedures should also address intermediate steps the Contllacdertovaddress
emerging issues prior to resorting to involuntary disenrollment from consiinseted services.

There are no maximum limitations to the number of personal care hours that an individual may
receive. Personal care hours are limligdnedical necessity. Under the fiee-service

program, prsonal care hours are limited to 56 hours per week, 52 weeks per year, for a
maximum total of 2,920 hours per yeathere the Department provides exceptions based on
medical necessitysing critera based on dependency in activities of daily living, level of care,
and taking into account the risk of institutionalization if additional hours are not pdoVide
Contractor shalinanageexception requests for its membershigeordancecriteriais listed in
12VAC30-120/927and contracstandards Refer to Sectio®.0 Utilization Management
Requirements.

Personal care is not a replacemerPovate Duty NursingDN) services and the two shall not
be provided concurrently. Personal care cannaisied for ADL/IADL tasks expected to be
provided during PDN hours by the RN/LPN. Trained caregivers must always be present to
perform any skilled tasks not delegated in accordance with 18VAG2B0

4.7.2.9 RespiteCare Srvices

Respite care servicese provided tdvlembers who aranable to care for themselvasd are
furnished on a shoterm basis because of the absence or need for relief of those pripeidy
caregivers who normally provide care. Respite care services may be providedanrtinenity,
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theMembeb s home or p,Jorachi btireaeésdersedenti al f ac
include skilled nursing respite and unskilled respite.

Individuals may choose to uagency directed (AD), consumeirected (CD)pr a combination

of thee models of service deliver¢D respite is only available to Members requiring unskilled
respite care services. Unskilled respite is not available to individuals who have 24 hours skilled
nursing needs.

Respite care serviceselimited to 480 hars perindividual per state fiscal yead(ly *'through
June 30th

4.7.2.10 Services Facilitation (SF)

Services Facilitations a function that assists tMember(or theMembeb s f ami | y or
representative, as appropriate) when constdiectedservices are chosen. The SF provider
serves as the agent of the individual or faraitglthe service is available to assist in identifying
immediate and longerm needs, developing options to meet those needs, accessing identified
supports and services,dtraining theMemberfamily to be the employer. Practical skills
training is offered to enable families aki@mbersto independently direct and manage their
waiver services. Examples of skills training include providing information on recruiting and
hiring personal care workers, managing workensl providing information on effective
communication and problesolving. The services include providing information to ensure that
Membersunderstand the responsibilities involved with directing their services.

4.7.2.11 Environmental Modifications (EM)

Environment al Modi fications not covered wunder
equipment benefit may be covered under the CCC Plus Waiver. Modifications may be made to a
Member 6s pr i mar gyvehels and mustbeof aremegial natre or medical

benefit to enable the Member to function with greater independéiieservices shall not be

duplicative in homes where multiple waiver individuals resi® may not be used for general
maintenancer repairs to a home, or to purchase or repair a velholgever, may be used for

the repair of an accessibilifgature (i.e.repair of a ramp or a van lift).

EM must be provided in conjunction with at least one ogjuetifying CCC Plus Waiver servie.
EM shall be covered up to a maximum of $5,000ipaividual perfiscal year(July 1 through
June 30 of the following yearLosts for EM shall not be carried over from @iseal year to the
next.

4.7.2.12 Assistive Technology (AT)

Assistive Technologprovided outside of th®ledicaid State Plan durable medical equipment

benefit may be covered under the CCC Plus Waiver for Members who have a demonstrated need
for equipment for remedial or direct medical benefit primarily in the Melmbesidence to

specifically increase their ability to perform ADLSs/IADLS, or to perceive, control or

communicate with the environment in which they live.

AT areconsideregortable devices, controls, or appliances which may be covered up to a
maximumof $5,000 per Member péiscal year(July 1 through June 30 of the following year)
The costs for AT shall not be carried over from Gseal year to the next. When two or more
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Members live in the same home (congregate living arrangement), the Abelisalhred to the
extent practicable consistent with the type of AT.

AT must be provided in conjunctiovith at least one othqualifying CCC Plus Waiveservice.

All AT requires an independent evaluation by a qualified professional who is knowledgkable
the recommended item prior to authorization of the device. Individual professional consultants
include speech/language therapists, physical therapists, occupational therapists, physicians,
certified rehabilitation engineers or rehabilitation spedmlis

4.7.2.13Personal Electronic Response System (PERS)

PERS is an electronic device that enabMesnbersto secure help in an emergencihe system

is connected to the person's phone and programmed to signal a response center once a "help"
button is actrated. PERS services are limited to thamberswho live alone, or who are

alone for significant parts of the day, and have no regular caregiver for extended periods of time.
PERS services are also limited to those individuals ages 14 and older. \&ftiealin

appropriate, the PERS device can be combined with a medication monitoring system to monitor
medication complianc®ERSmust be provided in conjunction with at least one other qualifying
CCC Plus Waiver service.

4.7.2.14 Skilled Private Duty Nusing (PDN)

Skilled PDN are nursing services ordered by a physician in the Plan of Care and provided by a
licensed Registered Nurse (RN) or by a Licensed Practical Nurse (LPN). This service is
provided to individuals in the technology dependent subgrouphakie serious medical

conditions and complex health care needs. Skilled PDN is used asdmktisnber care,

training, consultation and oversight of direetre staff, as appropriat&xamples of Members

that may qualify for Skilled PDN coverage include, but are not limited to, those with health
conditions requiring:mechanical ventilation, tracheostomies, prolonged intravenous
administration of nutritional substances (TPN/IL) or drygesitoneal dialysis, continuous

oxygen support, and/or continuous tube feedings.

PDN hours are determined by the scores on the appropriate objective assessment based on the
Member 6s age. PDN hours for adult Mbeenber s ar e
DMAS-108 form.

4.7.2.15 Transition Services

The Contractor must provide Transition Services, meanirgsekpenses, for Members who

are transitioning from an institution or licensed or certified provaparated living arrangement

to a living arrangement in a private residence, which may ineodelult foster home, where

the person is directly responsible for his own living expenses. These services could include:
security deposits and the first month's rent that are required to obtain a lease on an apartment or
home utility deposits; essentidlasic household furnishings (furniture, appliances, window
coverings, bed/bath linens or clothing); items necessary for the individual's health, safety, and
welfare such as pest eradication and-tome cleaning prior to occupancy; fees to obtain a copy

of a birth certificate or an identification card or driver's license; and other reasonafimene
expenses incurred as part of a transition.

Transition Services are furnished only to the extent that they are reasonable and necessary as
determined througthe transition plan development process, are clearly identified in the
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transition plan and the person is unable to meet such expense, or when the services cannot be
obtained from another sourc@eeCare Coordination with Transitions of Care.

4.7.2.% Savice Authorizations

Initial Service Authorizations (SA) as well as SA renevediallcomply with requirements
Section 6.8, Service Authorizatioh TSS Refer to théMlodel of Care, Health Risk Assessments
and Persorcentered Individualized Care Plapsction d this Contract for more information.

4.7.2.17DocumentationRequirements

The following is the minimum documentation to
Cont r &are @oordinator The Department reserves the right to adjust the chart as

regulations and/or policy manuals are chandeflAS forms may be found on the DMAS web

portal at: https://www.virginiamedicaid.dmas.virginia.gov/wps/portal/ProviderFormsSearch

RN Supervisory Visit Monthly for technology dependen
Members; Quarterly for all others

Plan of Care (CMS185) Every 60calendaidays

Plan of CardDMAS 97 A/B; DMAS-7A) Every 12 months or more frequent

as needs change

Telephone Communications with
individuals/caregivers, providers, physicians, Daily or as needed
etc.

Initial Screening (UAI, DMAS-95 [as
applicable] DMAS-96, DMAS-97, DMAS

108/109 as appropriate, MD order for Tech On admission
subgroup admission, etc. as applicable)
Functional Assessment for Waiver Annually and if there is apse of

LTSS services >30 calendar day
and awaiverterminationoccurs as
defined in12VAC30-120-905.H.

Hospital summaries, discharge orders, additiq Hospital admissions, change in

medical record information (i.e. tests, health status

procedures, etc.)

Service Authorization Documentation Yearly, Change in hours or providg

Correspondence with Individual/Caregiver Enrolliment, Disenroliment, Chang

(letters) in provider, Change in hours

Medicaid LTC Communication Form (DMAS Enroliment, Disarollment other

225) circumstances noted in Section
4.7.5.3

Health Risk Assessment Refer to theModel of Care

Assessment and Individualized Cg
Plan Expectationgable

Individualized Care Plan Refer to theModel of Care

Assessment and Individualized Ce
Plan Expectationsable
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Interdisciplinary Care Team Report As needed

*Whenavail able for members who had services pri
effective date.

4.7.3 Nursing Facility and Long Stay Hospital Services

The Contractorshall provide coverage for skilled and intermedMtesing Facility \NF) care,
includingfor dual eligible Members after thedvhber exhausts their Medicare covered déalgs.
Contractor shall haveontractual agreemenigth the Nursing Facility and payent for services
shall be made to NFs directly by t@entractor

The Contractor, in conjction with the Nursing Facility agreement, must:

1 Make a good faith effort toamtract with physicians and ancillary providers who contract
with NFs Regardless, the Contractor shall ensure that their Members residing in a
Nursing Facility have timelyaess to all services, includingwheNur si ng Faci | it
providerrefuses to treat the Member

1 Work with NFs to promote adoption of eviderzased interventions to reduce avoidable
hospitalizations, and include management of chronic conditions, medicatio
optimization, prevention of falls and pressure ulcers, and coordination of services;

1 Ensure that individuals in nursing facilities are assessed for, have access to, and receive
medically necessary services for medical and behavioral health conditions;

1 Have specific criteria and metrics to evaluate NF quality;

1 Promote innovative payment strategies to facilitate quality improvement with NFs; and,

1 Establish specific resources and assistance for alternate placement of Members.

4.7.3.1 Specialized Care Nuing Facility Units and Long Stay Hospitals

The Contractor shall coordinate with tBgecializedCare Nursing Facilities and thehg Stay
Hospitals to ensure that the needs of the Menm(aeldts and childrergre met.

This population has medical/nurgineeds to exceed the needs of a typical nursing facility
resident which is why DMAS developed the program to account for the medical/nursing needs
for these individuals.

The two long stay hospitals (one located in Washington, DC and one located in Norfolk, VA)
serve primarily pediatric individuals with complmedical/nursing needs. The Contractball
work closelywith these two facilities to ensukdembersreceive the full scope of services
needed and as covered under this Contract.

The Contractorshallwork with theMembersand facilities to explore the option of discharge to a
less restrictive settingnd thesetting must ensure the medical/nursiegas can be met for the
individuals. The target populatidar specialized care and long stay hospitatsudes

individuals whomay requiranechanical ventilatigrcomplex tracheostomgomprehensive
respiratory therapyand othetife sustainingervice and treatmeniheContractorshallensure

the health, safety, and welfamad needs and preferencégtheseMembersthear
family/representative involvement in any potential discharge.
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The Contractorshould incorporate all activities associated wigditional nursing facility
individuals when working with individuals receiving services through either specialized care or
long stay hospitals. The individuals have to meet the underlying criteria for nursing facility
placement.

Currently DMAS has anited number of nursing facilities who have an-atdagreement to
provide services under the specialized care program.Céh&actor may contragtith other
Nursing Facilities to provide specialized care services, however, the facilities must meet the
minimum requirements as outlined for fee for servicecggdized care providers. The Contractor
shallwork with DMAS regarding the addition of new specialized care providers.

The Contractor shaliot seek to add any additional lostgy hospitals to thprogram. DMAS
limits long stay hospital participation to the two currently enrolled providers.

4.7.3.2 Out of Stateor Out of AreaPlacements
4.7.3.2.1 Out of State

For consideration of out of state placemdme Contractor shall ensure that e mb eneedss
cannot be met within the Commonwealth before considering out of state plac@ient.
Contractor shall document supporting evidence that there are no in state resourtes prior
approving an out of state placement. The process for an out oflstzempnt is as follows.

The Contractor shall:

1) Notify the Department within two (2) business days of a redaean outof-state placement

2) Work with the Department on any out of state placement refeéstsals and,;

3) Immediately following he Contractor és noti ficétanauh t o t h
of-state placementhe Contractor shatbllowtheDe par t ment 6 s gforiot@d-nce doc
state nursing facility placements. At a minimuhe processhall include the particgtion and

involvement of the Regional Transition Care Coordinator.

When considering an out of state facility, the facility must meet all the standard licensing and
certification requirements within that state and have an active license to apiénatehat state

Out of state placement into a Nursing Facility would follow all established processes and
procedures as those followed bysitate nursing facilities. The Contractor shall be prepared to
participate in the admission, care planning and digghprocess for the Members. Placenment
anout of statdacility does not relieve th€ontractorof their responsibilities to the Member.

The Contractor shall have agreements in place with out of state providers that ensures all
provider participatiomequirements are satisfied prior to placement of any individual in a nursing
facility.

4.7.3.2.2 Out of Area

The Contractoshallconsider the needs of the Member whiem Member cannot be adequately

served in a facility located within h e M e pebnaentarea of residenceRelocation to a

facility in another regions allowablevhen theMe mber and/ or t he Member os
agree that it is in the Memberds best interes
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The Contractor shall be responsible for all services required under this Contrecefoolled
Membersncluding when the Mmber resides in a CCC Plus program region that is different

from theregion associated witle mber 6 s addr e s sicadfsystenreForor d i n t h
example, Memberwho resides im nursing facility n Ri chmond, where the i
address in the Medicaid system is located in the Tidewater resgrant & reason for

disenrollmenfrom the Contractor.

4.7.3.3 Nursing Facility Admissions and Discharges

In order to receive Nursing Facility services, an individual must meet the level of care (LOC)
required for a Nursing Facility specialized Nursing Facility for technologically dependent
individuals or along stay hospital. Enllment into the Nursing Facility level of care requiees
completedscreeningperformed by a hospital or community tegmmor to a nursing facility
admissioras describeth Section 4.7.1 of thi€ontract.

The Contractor shakknterNursing Facilityadmissios anddischargsinto the Virginia Medicaid
Web PortalLTC Tab) The Contractoshall also entechangego the NF level of care into the
Virginia Medicaid Web Portavhen aMember transitions betweerskilled Medicarestay and a
custodialMedicaid stay.SuchNF admission/discharge and change transactions shalhtezed
by the Contractono later than two (2) business daysofification ofadmission/discharge or
level of care changeAlso refer toLTSSScreening RequiremeritsSection 4.71. Also
reference Section 4.7f6r additional information othe level of care entry process.

The Contractor shall subntie DMAS 225 to LDSS for all nursing facilipdmissios or
dischargesvithin five (5) business day®ceipt of notice of the start of carEor DMAS 225,
information,refer to:

http://www.dmasrirginia.gov/files/links/1569/Broadcast%20DMAS
31%20Use%200f%20DMAR25%20by%20CCC%20Plus%20MCOs%20(09.05.2018).pdf

4.7.3.4 Contractor Attendance at Care Plan Meetings

The Contractor shall arrange with the Nursing Facility to attend (either in persian or v
teleconference) any and all care plan meetings for Members who are receiving NF services.
Attendance at the care plan meetings will ensure that the NF is current with the care needs of the
Member and will provide access to the Contractor by NF stalistuss service options.

Because of the flexibility of the CCC Plus program, the Contractor may have access to a wider
variety of services which could be offered to the NF on behalf of their enrolled Member.

The Contractor shall actively participateaih care planning meetings by providing feedback
regarding the status of t he Meoninaerobtsdeacear e ne e
needs with the NF for their Member.

4.7.3.5 Extraordinary Care Management During Involuntary Relocation

The@ntractor shall be prepared to assist in th
agreement with Medicare and/or Medicaid is terminated due to failure to meet licensure and
certification requirements. The Contractor shall be involved in any decrgigasling the

relocation of Members under their care.

The Contractor shall also work with the Member and the nursing facility to advocate on behalf of
the Member in any circumstance where a nursing facility attempts to involuntarily transfer or
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discharg@ a Memberandtoe nsur e t hat a safe discharge pl an
nursing facility discharge.

The Contractor shall work with the Nursing Facility and the identified relocation team which
may include a combination of individuals from DMAS, the Departrfemiging and
Rehalilitative Services, the local Departments of Social Services, and the LongQaze
Ombudsman (either at the state or local level).

Relocation may consist of moving the Member to a different nursing facility or discharging the
Member home with waiver service$he Contractor shall ensure that the Member is afforded

the right tomake informed choices about the settings in which they live and receive services.

The Contractor must coordinate with the NF and relocation team in order to ensure that the needs
and informed choicesf the Members are addressed and that the Memberfeind t

representatives are aware of any activities associated with relocation.

4.7.3.6 Review of Section Q of Minimum Data Set (MDS)

The Contractor shall ensure that Section Q of the MDS is completed and must participate in any
discussions with the Nursirieacility and any Members expressing an interest in returning home.

The Contractor shall be prepared to offer services in the home if discharge to home is appropriate
and consistent wi.th Tthhee CMenmbrearcsorc hschiadd suppo
choose the setting in which he/she receives care and shall work to ensure that the care received is
in the |l east restrictive setting to ensure th

The Contractor shall review with the Nursing Facjland the Mmber orthe M mb er 6 s
authorizedepresentativegn at least a quarterly basis (or at such time as the interest is expressed
by the Memberand whenever the Member expresses an interest in being dis¢lzargead all
options for discharge from the Nursikgcility.

4.7.3.7 Nursing Facility Eligibility

The Contractor must work with tidursingFacility to coordinate reassessments (functional and
medical/nursing needs) for continulddrsing Facility placement, including the incorporation of
all MDS guidelines/timeframes for quarterly assessments and ICP development.

4.74 Developmental Disability (DD) Waivers

TheDepartment of Medical Assistance Services (DMAS) and Department of Behavioral Health
Developmental Services (DBHDS) have workithently for three years, engaging the
expertise of consultants as well as stakehol d
Home and Community Based Services waivers (HCBS) for individuals with geneldal
disabilitiesincluding intellectubdisabilities Thisredesign combines the target population of

individuals with both intellectual disability and other developmental disabilities and offers

services that promote community integration and engagement. Additional information about the
waiver redesign may be found!atp://www.dbhds.virginia.gov/development#rvices/mylife-
my-communitywaiver.

Individuals enrolled in one of the Developmémaability (DD) waivers (the Building
Independence (Bl), Community Living (CL), and Family and Individual Supports (FIS) wgivers
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will be enrolled in the CCC Plus program for their swaaiver services (e.g., acute and primary,
behavioral health, pharmacgnd norLTSS waiver transportation serviceBD Waiverservices
(including when covered under EPSDT), targeted case managemerdrespibrtation to the

waiver services, will be paid through Medicaidfees er vi c e -cawst i csaBewwveidc e s .
CCC Pus Coverage ChartPart 4C

All individuals enrolled inone of theDD waivess follow the same process to qualify for and

access BI, CL and FIS services and supports. Services are based on assessed needs and are
included in a persoenentered ICP. Ingliduals receiving home and community based services
through one of these waivers have a variety of choices of both types of services and providers.

Individuals with any developmental disability seeking waiver services must have diagnostic and
functionaleligibility assessments completed by their local Community Services Bo8B]j (C

and, as appropriate be placed on a waiting lrelividualswho are orthe DD waiting listmay

be eligible forthe CCC Plus Waiveif they meet the level of care requirenmgnintil a DD
Waiversslot becomes available. Local waiver waiting lists are maintained by the CSBs for all
individuals under their jurisdiction, including those served by private developmental disability
case management agencies.

The Contractoshallhave policies and procedures in place to manage Members that are enrolled
in theDD Waivers, in addition to all individuals with a diagnosis of a developmental disability

as identified in the Vulnerable Subpopulations criteria. The Contractomsbralivith the

Me mb eDD dVaiver support coordinator/case manager and service provider to coordinate
acute, behavioral health, pharmacy, and-bh®8S waiver transportation servi¢ces applicable,

to support the i n-being.iThk Cantra@sshdll beaabld thideatifydndwe | |
access the appropriate commusbsed resources for these Members.

4.75 Patient Pay for Long Term Services and Supports

Patient Pay refers to the Membe-dedmsserndcbslandgat i on
supprts, i f the Memberds income exceeds certai|
calculated for every individual receiving NF or waiver serviggless not required based on

eligibility category although not every eligible individual will end upuiag to pay each month.

When a Member 6s income exceeds an all owabl e a
of his/her LTSS.This contribution is known abe Patient Pagmount.The patient pay must not

be confused with a epay or deductible.

DMAS will provide information to the Contractor that identifies Members who are required to
pay a Patient Pay amount and the amount of the obligation as part of the monthly transition
report. DMAS Capitation Payments to Contractors for Members who arieeetm pay a

Patient Pay Amount will be net of the monthly Patient Pay Amotihe Contractor shall

establish a process to ensure collection of the Patient Pay Amounts and coordinate with LTSS
providers. The Contractor shall develop policies and procedures regarding the collection of the
Patient Pay obligation. The Contractor may collect it directly from the Member or assign this
responsibility to LTSS providerdf assigned to the LTSS providers, then@actorshallexplain

this process in its LTSS provider contracts and shkdllice reimbursements to LTSS providers
eqgual to the Patient Pay amouegh month.
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4.7.5.1 Patient Pay for Members Who Transition Between a Nursing Facility and the CCC
Plus Waver

Unless the Contractor collects the patient pay from the Member djrénelZontractor shall

ensure that the following process is implemented no later than July 1, 2018. For Members who
transition to or from a nursing facility during the month, @otractor shall collect the patient
payamountfrom the nursing facilitclaim (i.e., for the transitiomonth instead of from the

CCC Plus Waiver providés). This process appliesgardles®f the order in whiclthe

Contractor receivethe claims.

4.7.5.2 Patient Pay for Members with Medicare

There are circumstances where individuals with Medicare may also have a patient pay

responsibility towards skilled nursirigcility care. For example, admber who falls into a low

RUGS category, and who has@nsurance responsibility through Medicare Part A, could have

a cost share responsibility if the Medicare payment is lower than the Medicaid allowable amount

for the same serse. In this circumstance the &nber is responsible for the difference in the

Medi care payment and Medi cai d a lchlaatedpatient c har g
pay amount

4.7.5.3 Long-Term Care Communication Form DMAS-225

The Medicaid LTGCommunicatiorForm (DMAS-225) is used by the local Department of
Social Services tmform LTSS providers of Medicaid eligibility and to exchamg®rmation
The Contractor must ensure that a completed DN225 is in the &cord of each Member
receiving NursingFacility, hospiceor waiver services.

When aMemberenrolled with the Contractor is determined to be newly eligible for LTSS, the
Contractor shall submit a DMA325 form to the LDSS eligibility worker, in order for the
eligibility worker tore-evaluate Medicaid eligibility andetermine the Patient Pay anmb. The
Contractor is required to adhere to the regulations regarding the collection of Patient Pay from
enrolled Members.

Immediately upon initiation of long term care servjaasd within no more than five (8usiness

days receipt of notice of ingtion of long term care servicakte Contractoshallsend a DMAS

225 to the eligibility unit of the appropriate local Department of Social Services (LDSS)
indicating the Contractorés first date of | on
worker will complete aedicaid eligibility redetermination arfélatient Pay determinatiohe

Contractor shall not contact the LDSS inquiring about the status fdrtheprior to 30 business

daysafter submissionThe Contractor shall not require provisi¢o submit the DMA&25 to the

Contractor or to LDSSA copy of the completed DMAS25 must be kept by the Contractor in

the Membero6s file.

The Contractor must notify the LDSS via the DMAZ35 of information pertaining to the
following circumstances arng exchange information, other than patient pay information:
1 There is a change in the LTC provider, including when an individual moves from CBC to
a nursing facility or the reverse;
1 Notification ofachangeitheenr ol | ee 6 s p(e.g.sutof dake, irseate,i denc e
incarceration)
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There are changes in the patientods deducti
There are chages in eligibility status;

There are lsanges in third party liability; and

Any other changes that could impact Medicaidibliity.

E R

The Contractor must notify the LDSS via the DMA&35 of the last date of long term care
service delivery when any of the following circumstances occur:
1 Anindividual dies (include the date of death); or,
1 Anindividual is discharged or discontied from services. The date of discharge or
discontinuation should be the last date that long term care services were rendered. This
includes when the individual is discharged from one provider to another

The Contraair must send the DMAR25to LDSSwithin five (5) business dayof the above
status change3he Contractor must ensure that the health plan contact information is listed on
the form and that the form is completed in its entirfhe DMAS225 is submitted only for
members who receive LTS®rvicesSeeBroadcasDMAS-31 regarding use of the DMAZK5

by CCC Plus managed care organizations located at
http://www.dmas.virginia.gov/files/links/1569/Broadcast%20DMAS
31%20Use%200f%20DMAR25%20by%20CCC%20Plus%20MCOs%20(09.05.2018).pdf

4.7.6 Consumer Direction and Contract with th e D e p a rFiscalfEmplo§es Agent
(FIEA)

The Departmenbffers home and communityased support services, approved by the Centers

for Medicare and Medicaid Services pursuarf§1815€) of the Social Security Act, for

Medicaid individuals who would otherwise require a level of care provided in institutional

sdtings the opportunity to remain in their homes aathmunities. EligibleCCC Plus Waiver

Members may choose the Consusbétrected model of service delivery for their personal care

and respite services in which the Member, or someone designated by thenyiemgoys

attendants and directs their cafiédhe Member will receive financial management support in their

role as employerbytheont r act or 6s Fi scal/ Empl oyer Agent (

Effective January 1, 201%he Contractor shafubcontract with ajualified vendor who will
operate as a FAFiscal/Employer Agent (F/EA)endor under Section 35@4of the IRS code,
including Agent Employment Tax Liability proposed Regulations (REBG03608) issued by
the IRS on December 12, 2013 and Revenue Proc&tbe

A qualified F/EA endor shall have a separate Federal Employer Identification Number
(FEIN) for the sole purposes of filing federal tax forms (IRS Forms 2678, 940, 921al W

3) and paying federal taxes (Federal income tax withholdilgA and FUTA) on behalf of the
Members (employers) it represents as Agent.

The FEA shall obtain an FEIN for each Member or the Employer of Record and maintain copies
of the FEIN, IRS FEIN notification, and copy of the filed form&S i n t hfde. Member 6 s

A gqualified F/EA shall have significant experience in withholding, filing, and paying state
income and employment taxes for employers and Personal Care Asgetaplitsyees)
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Financial Management Services, yiced by he F/EA forCCC Plus WaiveMembers include:

1 Preemployment services, including enrolliMgmbers(employers) and their Personal

Care Assistants (employees);

1 Criminal, child abuse and neglect, and other State and Federally required background
checks;
Processing employee timesheets;
Deducting, filing, and paying State and Federal income and employment taxes and other
withholdings;
Paying Personal Care Assistants (employees);
Providing customer service through a Call Center;
Providing training on F/EA enrollment and payroll procesgiragedures tdlembers
and Service Facilitators or the Designated Entity responsible for supporting the Medicaid
Member in managing his or her Personal Care Assistamts
1 Providing an electronic visit verification (EVV) system compliant with th&Qértury

Cures Act for personal care services.

= =4

= =4 =4

The Contractor shalubcontract with a qualified F/E# provide financial management services
to Members who choose Consunierection for eligible services. The Contractor shall have
policies and procedurem¢luding timeframes), and internal controls fimplementing F/EA
services that includes defined processeslifaequired IT and data exchange processes.

The Contractor shall submit for approval to the Department, at implementation, revision, or upon
request, the policies and procedures for handling ConsDimeeted services and the F/EA. The
Contractor shall have a dedicated project manager for Conddineeted services

The Department shall conduct a readiness review fpoleimentation of F/EA seices.The scope
of the readiness review shall include all elemelgscribed irfSection4.7.6.Readinesseviews
shall be conducted 120 days prior to implementation of F/EA services.

4.7.6.1 Sel-Service Web Portal and Website

The Cont r aclthave & scufe systém, golicias, procedures and internal controls for
implementation and maintenance of a-selfvice web portal for Memb&rtheir employees, and
servicedacilitatorsor other designated entiti@se., Care Coordinators, staff of the F/EA, etc.)

The portal shall be integrated with the F/ EADG
visit verification systems.

The roles based sedervice web portal shall be udeiendly, and accesdibtwenty-four (24)
hoursseven 7) days a week, except for planned maintenance period.

The selfservice web portal sHgbrovide users with real timasibility of consumerdirected
services information including:
1 Enrollment status

1 Employer ancemployee demographics;
1 Timesheets;
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Serviceauthorization
Service usg

Paystubs

Tax;

Patient pay (if applicable)
Garnishments
Withholdings and

Year end tax

= =4 8 -4 4 -5 98 -2

T he Co n t/EAashall post the follBwing information to a website or incorporate in the
web portal
1 Routine program updates and communications

User tutorials and technical assistgnce

Applicable manualts

Instructions for web portal access

Alerts for program, payroll, tax, website maintenance periods, and other changes
affecting Medicaid idividuals and employegand

1 Instructions on how to obtain information in RBnglish languages

= =4 4 A

4.7.6.2 Service Initiation/Enrollment System

The Contractor shall establish a process for F/EAi@imitiation for the MembeiServices

may be initiated by the services facilitator or other designated entity. The process shall include
verification of Member demographics including the Virginia Federal Information Processing
Standards (FIPS) Codes and a process to notify the afgteopntity when a request is

incomplete or contains errors. All service initiation requests shall be processed including data
verification and entry into the F/EA data base wittiree 8) business days of the receipt of the
request.

4.7.6.3 Member/Empoyer Enrollment Packet Requirements

The Contractoros F/ EA shall develop, distrib
enrollment packets for each Member referred to by the designated entitytviten3)

business days. The enroliment packetldi@prepopulated to the maximum extent possible.

The enrollment packet shall be presented in a format that is easily understood. At a minimum,

the packet shall contain the following:

Introductory letter

All required state and federal tax forms

F/EA services, roles and responsibilities information

Applicable federal forms to complete, sign, authmit;

Customer service contact information and hours of opetation

Criminal background, child abuse and neglect central registry information and
requiremery;

1 Information on the federal List of Excluded Individuals and Entities (LEIE)

=4 4 4 4 45 2
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1 Description of payroll periods, timesheet due dates and timelines for processing
and payment distributign

1 Notice of Discontinued Employment forrand

1 Electronic visit verifiation information

4.7.6.4 Personal Care Assistant/Employee New Hire Packet Requirements

The Contractoros F/I EA shall develop, distrib
packets for each employee wittihree @) business days of receiptthe request. The hire

packet shall be prpopulated to the maximum extent possible. The hire packet shall be presented

in a format that is easily understood. At a minimum, the packet shall contain the following:
Introductory letter

F/EA services, roleand responsibilities information

Customer service contact information and hours of operation

Criminal background, child abuse and neglect central registry information and

requirements

Information on the federal List of Excluded Individuals and Ent{li€dE);

Required federal employment eligibility, tax, and related forms that the employee

must sign and submit with accompanying instructions

1 Required state forms with accompanying instructions

1 Description of payroll periods, timesheet due dates anditiesefor processing
and payment distributign

1 Direct deposit information and debit card options

1 Notice of Discontinued Employment form

T Disclose employeebs relati onshQGirqulart o t he
E Form

1 Enrollment options wheimternet access in unavailapénd

1 Electronic visit verification informatiaon

= =4 -4 4
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4.7.6.5 Background Checks

State and Federal laws and regulati@federal list of Excluded Individuals and Entities, or
LEIE) require prospective Personal Care Assistants toh@adground checks. Background
checks include Virginia State Police Criminal Backgroahdcks; Virginia Department of
Social Services Child Abuse and Neglect Central Registegks when the Member iader the
age ofeighteen 18); the Federal list of Excluded Individuals aBditities (LEIE) database
checks; and, employment eligibility checks.

Background checks are required at the time of initial employmespéioyment by the
same employer,ral employment by another Member. Personal Care Assistants may work
and be paid for services for uptharty (30) calendardays pending the results of criminal and
child abuse and neglect background checks.
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Personal Care Assistants must be teatad from employment and are prohibited from receiving
payment effective the date of discovery of a barrier crime or a founded complaint by the DSS
child protective services/ERentr al registry by

The Contract or 0 sedtopdifdnasdipay foreferferee chduls.iMgnabers
shall not be charged for the cost of backgrou
controls for processing all required employee background checks that minimally includes:
1 Criminal, child abuse andheglect, and federal LEIE database background checks for
prospective employegs
f Maintaining results in each employeebs fil
portal selfservice account
1 Written notification to the employer, upon discovery, witlege results of the background
check disqualify the employee from employmeatd
1 A system for blocking the employee in the F/EA payroll system from receiving payment
effective the date that adverse findings are received by the F/EA

4.7.6.6 Electronic Visit Verification

The Contractorés F/ EA shal/l have an EVV syste
and meets the requirements consistent with tReC&htuy Cures Act Section 1200642 U.S.C.

§ 1396(b) At a minimum, the EVV shall capterin realtime the follaving data elements for
consumedirected personal care and respite services.

Type of service performed
Member receiving service
Date of service

Location of service delivery
Employeeproviding the service
Time service begins andds

o gk whE

The EVV system shall be capable of securely transmitting all raw data etamére

Contractor in the approved format and in accordance with approved transmission schedules. The
system shall contain edits and audits to ensure correct and compieddtifty of data submitted

to the EVV system by Members and employee(s). Complete verification and documentation for
each visit is required.

The F/EA shall have system edits in place preventing claims for services that are not
electronically verified andatumented using the EVV system or otherwise inconsistent with an
approved Service Authorization.

The F/ EAG0s EVV syst e messthMdmbersandgmppoyetse EMW al t i me
system shall meet the following requirements:
1 Collect clock in/clockout time submissions, date of service, Member and employee ID
numbers, and GPS technology used to verify location ait$ vising GPS enabled
devices;
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1 Allow for review, approval, and submission of timesheets by the appropriate designee

1 Provide rolesbasel access controls that allow Members and employees to create user
roles. The system shall provide real time jurisdictional views for Designated Entities and
the Contractgrand

1 Have the capability to limit authority to modify changes aratlifications to srvice
entries.

For technical assistance on submission of EVV encounters refer to the Encounter Processing
System (EPS) Medicaid Enterprise Encounter (MES) Companion guide
(https://eps.dmas.virginia.gov/epsportal/#/guides) For 837 Professional Heal#inGare
Transportation Encounter Transactions.

4.7.6.7 Contractor Database and Automated Payroll Systems

The Contractorodés F/ EA shall have an automated
the Contractor The automated payroll system shall veufgta to ensure accurate payroll. The
system shall receive, verify and maintain electronic Service Authorizatioth®rized by the
ContractorThe system shall have the ability to request and receive eligibility and patient pay data

as established byeéhContractor.

The Contractordéds F/ EA shall conduct twice mon
Departmenbf Labor and Industry wage, hour, and pay date requirements for hourly employees.

Prior to paymenttimesheetshall pass all system editschare paid in accordance with the

appropriate pay rate.

A

The Contractords F/ EA payr ol |togalcutate end makeng sy st
accurate payments employes not b exceedorty (40) hours per work weefor oneMember.
Employeathat live in the home of the Memband work more thaforty (40) hours in one work

week shall be exempt from tharty (40) hour work week restriction and shall be compensated at

the regular hourly rate in accordance with FLSA and Department guidelivestin@ pay is

not permitted.

Direct deposit and debit card payroll solutions shall be made available to all attendants.

T h e Co n t/Efashall captuiesthe Following data elemeimt the payroll database:
1 Medicaid Individual and Employer of RecoflOR)
o Name
0 Medicaid ID number
o Eligibility status
o Birth date
o Social Security Number
o Demographics and contact data
o FIPS codes
o0 FEIN;
ol ndividual 6s relationship to employee(s
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(0]

Individuals relationship to EOR

Enroliment data

Enroliment status

Enroliment and Tax forms completion statasd
Tax filing data

i Services

(0]
(0]
(0]
(0]
(0]

(0]

Procedure codes and names
Waiver types

Patient pay (if applicable)

Service Authorization (SA) Number
SA units and date rangeand

SA hours used and balance

1 Employee

(0]

O OO0 OO0 0O 00O O0OO0OO0OO0oOOoOOoOOo

(0]

Name

Employee ID Number

Social Security Number

Demographics

Enrollment Date

Enrolliment and Tax Forms Completion Status
Enrollment Status

Background Check Status and Results

Pay Rates (Northern Virginia and rest of State)
Billable Rates (NortherNirginia and rest of Statg)
Payroll Schedule

Pay Period

Tax Status

Employment Agreement Signed

Tax Filing, Exemptions, Allowances, and Withholdings
Garnishments and Liepand

Employee Pay DistributionBank Account/Debit Card Transit Number

1 Timesheet and Payroll

(0]

O OO OO O O O o

Timesheet Number

Timesheet Authorized Signatures
Dates Workeg

Hours Worked

Timesheet Statys

Timesheet Pend Reasons
Timesheet Import Typeé Web, Manual
Journal Posting Datgs

Pay Date

Check/EFT/Debit Card Payments
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o Payment Authorizdé/Blocked
0 Check Numberand
o Pay Check Amounts
1 Services Facilitator (if applicable)
o0 Agency Name
o0 ID Numbet and
o Demographics and Contact Data

4.7.6.8 Patient Pay Through the F/EA

Some Medicaidndividuals receiving GnsumeiDirected services have Patidtdy

responsibilities for services received, as determined by local Department of Social Services

eligibility workers. Patient Pay is a source of payment that is reported as income on the

empl oyRe@dsdWdeducted for the .employeeds net (

Should the Contractor choose to withhold patient pay fromsgmerdirected payments, the
Contractor shall develop a policy and procedure describing how the F/EA shall accurately deduct
Patient Pay amounts from employeebds paychecks

4.7.6.9 Pay Ratesand Administrative Services Organization (ASO) Payments for F/EA
Services

The Contradair's reimbursement for consurrdirected personal care and respite shall be the

same as the Department 6s Irhavetwbempleyeenpaymdatdd) The C
a higher rate for employees of Members residing in Northern Virginia; and, (2) a base rate for
employees of Members residing elsewhere in the State. Billing rates are reviewed and adjusted in
accordance with pay and tax rate changes. Data elementbeskdallermined by the Department

and include unduplicated waiver Members service types, employees, timesheet dates, hours

worked, net pay billable rates, and amounts billed. Refer to the following for a listing of CD pay

rates: http://www.dmas.virginia.gov/#/longtermwaivers

The F/EA shall submit timely, accurate, and complete reports and refunds to each Contractor as
defined in the F/EA Reports and Refunds due to the Contractor. The Cordredtprovide

DMAS with written quarterly reports of findings and recommendatiatisimthirty (30) days of
receipt of a complete submission from the F/EA in accordance with the reports schedule.

Contractor
Quarter Report&
F/EA ReportandRefunds due to the Contractor Ending | RefundDue
QuarterlyPayroll Register Mar 31 May 20
QuarterlyPayroll Tax ReconciliatiorSummary Jun30 Aug 20
IRSForm941 Sep30 Nov 20
VA-5 Dec31 Feb20
VEC-FC-21/20
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Monthly Bank Statenentsfor the Quarter Mar 31 May 20

Monthly BankReconciliationgor the Quarter Jun30 Aug 20

QuarterlyCheckRegister Sep30 Nov 20

Monthly ClearedChecksReportsfor the Quarter Dec31 Feb20

Listing of Uncashednd Cancelled(Voided)Checksover

180 calendadays from IssueDate

EmployerTax Filing Penalties InterestincurredReport

& refund

Amountsdueto (from)C o nt r @@rolloTaxd s Mar 31 May 20

ReconciliatiorReport Jun30 Aug 20

Refunddueto Contractoffor Uncashednd Cancelled Sep30 Nov 20
(Voided) Check®sverl180calendar dysfromlssue Dec31 Feb20

Reportandrefundto Contractoror proof of creditto the

CD-ServicePayroll Payment Accountfor bank

penaltesand interesincurred

Copyof the AnnualFUTA Tax Returnwith proof of Annual Feb20

receiptof paymentfrom the IRS.

Refund,to Contractoyfor empbyer portion of amual, Annual April

over collectedFICA immediatelyfollowingF/ E A 6 s

refund,for overpaidtaxesfromthelRS

4.7.610 Tax Processes, Reconciliation, and Refunds

The Contractoshall ensure the following responsibilities are met and scope of seariee

performed inaccordance witb MAS r equi r e

ment s.

The

policies and procedures, timeframes and internal controls for the following:
1 Withholding taxes and filing IRS form 94Employers Quarterly Federal Tax Return
and IRS form 941 &edule RAllocation Schedule for Aggregate Form 941 Filers or
Report of Tax Liability for Semweekly Schedule Depositors Schedu(a8applicable
depending upon required deposit frequency) in the aggregate, with its separate FEIN for

all individuals itrepresents and amtain a copy of each IRS form;

Contracto

1 Paying FICA and federal income tax withholding in the aggregate for all individuals it
F ht&nh@ relevanedocumeatation; F E 1 N
1 Withholding and filing IRS for 9@, Schedule R, to pay FUTA in the aggregate in an

represents using the

accurate and timely manner amaintain relevant documentation;

1 Paying FUTA in the aggregate, per IRS depositing rules, and fotairang relevant

documentation;

1 Obtaining employer registration numbers $tate income and unemployment tax
withholding, filing, payment, and retiring registration numbers when the individual no

longer is an employer, and m#ining relevant documentation;
1 Withholding and filing state income tax withholding for all employees,state

requirements and for maaining relevant documentation;
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Paying state income tax withholdings in t
Agent State Withholding Account Number per state requirements amdamaig

relevant documentation;

Withholding and filing state unemployment insurance for each individual it represents

per Virginia Department of Labor and Industry requirements andtaiaing relevant
documentation;

h

Paying state unempl oyment taxeogerAgentt he agg

State Withholding Account Number for each individual per Virginia Department of
Labor and Industry requirements and mtaining relevant documentation;

Managing all garni shments, | evies and | ie

and tmely manner, as permitted by tG@®de of Virginiaand Virginia Department of
Labor and Industry and mraining relevant documentation;

All federal tax deposits shall be made by electronic $unahsfer per IRS requirements;
and

Investigate and resolvencashed or cancelled (voided) checks as required5®y280.1-
§55-210.30 of theCode of Virginiaand federbregulations (42 CFR §33.30).

The Contractor shall providéo the Departmentguarterly reviews and analysis of F/EA
withholdings and taprocesseand supporting documents including withholdings, tax filings, and
payments of State and Fedeiratome and employment taxeBhe Contractor shall require the
F/EA to ensure the accuracy and timeliness of all enrollment and tax obligationdoReé€CC
Plus Technical Manudbr the required format

The Contractor shall ensure the following responsibilities are met and scope ofssargice
performed in accordance wibMAS requirementsT h e Co nt r ashall mave@ systém, E A
policies ad procedures, timeframes and internal controls for the following:

T

Identifying employees due FICA refunds, determining their current mailing address and
refunding FICA to applicable employees who did not earn the required annual gross
wage amount for whicamployer and employee FICA is required to be calculated,
withheld, and deposited for employees, per IRS requirements anthineig relevant
documentation;

Preparing, filing, and distributing IRS form-2/ Wage and Tax Statemefudr

employees pdRS Irstructions for Agentfor electronic filing when processing 250 or
more IRSformW2 6 s by 3 af eachayeayandnisihining relevant

documentation;

Preparing, filing, and distributing IRS form-8/ Transmittal of Wage and Tax
Statementsn the aggegate for all members pERS Instructions for Agentand

maintaining relevant documentation;

Preparing, filing, and distributing IRS form VB E mp | oyer 6 s Annual or
of Virginia Income Tax Withheld Retuiamd form W2, state copy, and nrdaining

relevant documentation;
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1 Complying with all applicable state and federal laws and requirements for transferring
employer and employee records and information to another F/EA Vendor when
applicabeg;

1 The F/EA shall provide the Contractor with a copyh&f Annual FUTA tax returns, with
proof of receipt of payment from the IRS

1 The F/EA shall provide the Contractor with an electrcfitC-FC-21/20copy of the
employerQuarterly Tax Reportincluding proof of funds received, by the Virginia
Employment Comission

1 The F/EA shall provide the Contractor with an electronic copy of f#tRE mp | oy er 0 s
Quarterly Federal Tax Returimcluding proof of funds received by the Internal Revenue
Service and any aemded returns;

1 TheF/EA shall provide the Contractor tivian electronic copy of fordA5 Emp |l oy er 0 s
Return of Virginia Income Tax Withheldith proof of funds received by thérginia
Department of Taxation;

1 TheF/EA shall provide to the Contractor, a report of all penalties and interest incurred on
federaland state employer tax filings during the quarter that are not shown on the forms
submitted. The report shall include an explanatioeaah charge and its disposition; and

1 TheF/EA shall provide to the Contractor, a Quarterly report of uncashed or eahcell
(voided) checks beyond a period of 180 calendar days from the issuance date including
the amount refunded.

4.7.6.11 Customer Service Call Center

The Contractor shall ensure thlembers have access to consuitieected F/EA infomation
available by telelpone.The Contractor shall provide and maintain a Call Center for F/EA
services through a dedicated toll free number. The Contractor shall provide for language
translation services and use Virginia Relay Serfoc®eaf and Hard of Hearinglhe Call

Certer shall provideéwenty-four (24) hours a day, sevedi@) days a weelaccess to timesheet and
payroll inquires.

4.7.6.12 Satisfaction Survey

The Contractor shall assess Member and attendant satisfaction with F/EA services including but
not limited to enrollment, timesheetclock-in/clock-out), electronic visit verification, payroll
services, tax processing, call center responsiveness and customer service -basededervices

and information.

The Contractor shall ensureranimum sample of 10% of the total number of unduplicated, active
Members who had paychecks issued to employees at any time deview period.Survey
specifications shall be reviewed and approvedhleyDepartmenprior to conducting the survey.
Survey results shall be provided to DMAS initially on August 15, 2019, and February 15, 2020,
and annually on Octobef'thereafter.
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4.7.6.13 Employment and Earnings Verification

The Contractords F/ EA shall h a vaiong, Siglst e m
Security earnings verifications, and other ancillary requests within the timeframes established by
the requestorThe Contractor must attendrginia Employment Commission (VEC) hearings

upon request from VEC.

4.7.6.14 Training, Educatiorand Outreach

The Contractoshall ensure the following responsibilities aret ared performed in accordance
with DMAS requirements. The requirements nieyperformed by the Contractor, the
Cont r act orSubsontrBctoEad approved by DMAS.

1 Preparenritten communication, participate in stakeholder meetings, training sessions and
provide webbased outreach and training materials, as approved by the MCO, for users of
the system

1 Provide initial, refresher, and ongoing system training at least antodfigdicaid
individuals, employees, and Services Facilitators (as appli¢aivid)

1 Provide a detailed plan for initial and ongoing training, including a training manual and
web-based training models. The Vendor F/EA must address how questions will be
receved and answered upon completion of implementation and ongoing support
initiatives.

4.7.6.15 Disaster Recovery

The Contractor shall require the F/EA to develop a Disaster Recovery Plan that complies with
federalguidelinesA5 CFR§ 164.308identifyingevey resource that requires backup and to

what extent the bacip is required. The Disaster Recovery Plan shall at a minimum, include

daily backups in the event of a system failure and include offsite electronic and physical storage
located in the United Sies. The Disaster Recovery Plan shall identify the software and data
backup requirements, demonstrating the ability to connect and interface with the system in the
event of system failure. The Disaster Recovery Plan shall be provided to DMAS during
readness review.

4.7.6.16 Quality Assurance Plan

Beginning on January 1, 2018etContractor shall have an internal Quality Assurance (QA)
plan and system in place with documented policies and procedures and internal controls for all
key deliverables anaquirements as described in the scope of work for ConsDirested
Services. The QA plan shall be submitted to DMAS during readiness review and the results shall
be provided to DMAS quarterly. The QA plan shall at a minimum include the following:
1 10%per quarter sampling of each key operations area
Performance analysis as compared to each performance standard
Outcome measurement topls
F/EA Vendor annual performance review resudisd

F/EA staffing requirements that mirror industry standards

ENE N
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TheContractor shall, at any time a deficiency
corrective action plan to address rmmpliance. The Contractor shall notify DMAS of F/EA non
compliance on a monthly basis, outlining the approach to resdivenigsues.

4.7.7 Hospice

CCC Plus program enrolled Members who elect hospice will remain enrolled@C@elus

program. A Membemay be in a waiver and alsecave hospice servicesThe Contractor shall

cover all services associated with the jgmn of hospice servicdsr its enrolled Members

The Contractorshall ensure thathddren under 21 years of age are permitted to continue to

receive curative medical services even if they also elect to receive hospice sdreieedothe

CCC PlusCoverage Charin Attachment 5 coverage details regarding hospice services,
including when provided in the Member s home,

In order to receiv@ospice services, an individual mig enrolled in théospice ével of care
(LOC). The admission and facility information is submitted by the hospice to the MC® via
421a hospice admission forifthe Contractor shall entbospiceadmissions and discharges into
the Virginia Medicaid Web Portalo later than two (2) busess days afiotification of
admission/discharge.

4.7.8 Special Rules Related to Financial Eligibility for Long Term Care

In rare circumstances, individuals who are Medicaid eligible for most servicekemay
determined by DSS taot be eligible for longerm care servicef-or example, Medicaid

applicant (or spouse) who transfers ownershipghbip r operty within the Al
without receiving adequate compensation may be ineligible for Medicaid to pay fetetamg

care during a penalty period. There is no transfer penalty imposed on Medicaid eligibility for
care other than lonterm careln thisscenario, the long term care serviseonsidered nen
covered. The LTSSrpvider is allowed to bill the Member ftinese as nenovered services if

the provider has informed thedvhber prior td. TSSadmission thaif the Member is found by
DSS to not be financially eligible for Medicdidnded long term services, theekber will be

held financially liable for the cost# long term servicesReferencehe Medical Assistance For
Aged, Blind or Disabled Individuals Handbook, pages 4vailable at:
http://www.dmas.virginia.gov/files/links/970/Medical%20Assistance%20Handbook 2014%20(
Aged,%20BIlind%200r%20Disabled).pdte information is also detailed ihe Virginia
Department of Social Services Medicaid Eligibility Manu@hapterM1450.000, availableon

the DMAS website atittp://dmas.virginia.gov/#/assistance

4.7.9 LTC Portal Entry Process
4.7.9.1 Entry into the Virginia Medicaid Web Portal

The Contractor shall entbospice nursing facility (includingspecialized care arldng-stay
hospital)admissionsdischargesindchangesadmissions into excluded nursing facilitiasd

CCC Plus Waiver admissiongrectlyinto the Virginia Medicaid Web Portal (LTC TabJhe
Contractor shall not enter LOC benefit information until the applicable services (NF, CCC Plus
Waiver, Hospice) have starte@he Contractor shall iypenter changes into the DMASRal

for thedates of service when the member is enrolled with the glae.Contractor shall not
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enter these changes into the Portal for dates of service when the member wagrigtszlicaid
FeeFor-Service or was enrolled with a different health plan.

4.7.9.2 Hospice

The Contractor shall entbospiceadmissions and dikarges into the Virginia Medicaid Web
Portalno later than two (2) business daysofification ofadmission/dischargeA screening is
not required for hospicgervices

4.7.9.3Nursing Facility (Including Long-Stay Hospital)

The Contractor shaéinterNursing Facilityadmissios and dischargesto the Virginia Medicaid

Web Portal (LTC Tab) The Contractor shall also enter changes to the NF level of care into the
Virginia Medicaid Web Portal when a Member transitions between a skilled Medicare dtay an
custodial Medicaid stay. Such admission/discharge and change transactions shall be entered by
the Contractor no later than two (2) business dafysotification of admission/dischargélso

refer toLTSSScreening RequirementsSection 4.7.1.

4.7.9.4CCC Plus Waiver

The Contractor shaéinterCCC Plus Waiver enrollmenthrectly into the Virgina Medicaid

Web Portal (LTC Tab).Such admission and change transactions shall be entered by the
Contractor no later than two (2) business days. Ad&r to Screening Requirements in Section
4.7.1.

The Contractor shall not enter CCC Plus Waiver discharges into the Virginia Medicaid Web
Portal (LTC tab).Refer toSection4.79.

The Contractor shall contact the DMAS Care Management Unit by engiboe for
clarification in any instance where the Contractor is unsure of or requires guidance or
clarification on the CCC Plu&/aiver eligibility criteriaprior to making anenrollmententries

4.7.9.5DD Waiver Level of Care Entries

The Contractoshall not enter DD Waiver level of care information; DD waiver services are
managed by DBHDS.

4.7.10CCC Plus Waiver Benefit Plan Changes

For all CCC PlusTecmologyAssisted benefit pla(Benefit PlanA) admission®r discharges
including when the CCClis WaiverMember transitions to thethassistedoenefit plarfrom
thestandardenefit(i.e., BenefitPlan 9 to A), the Contractor sha#interthese changes directly

into the Virginia Medicaid Web Portalhe DMAS Care Management Unit will continue to
monitor the Contractorodés performance in the

As part of the Care Management oversight in this area, DMAS will retrospectively review the
portal entries and may request a copy of member records for further réhevontractor shall

submit complete clinical records upon request for DMAS reviBMAS will review the
submittedclinical documentatioto ensure that the Contractor is applyingbhe par t ment 6 s
technology assistdoknefit plarcriteria correctly. DMA'S will provide followup technical

assistance to the Contractor as appropriate
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The Contractor shall contact the DMAS Care Management Unit by email or phone for
clarification in any instance where the Contractor is unsure of or requires guidance or
clarification on the CCC Plus Waiver Benefit Plan A criteria prior to making any enroliment
entries.

4.7.10.1 Refusal of LTSS Waiver Services or Annual LOC

The Contractor shall submibtificationto DMAS for individuals who haveefused servicesr
refused Annual LOC evaluatiorDMAS will review thenotificationssubmitted and provide
follow-upinstruction to the Contractor regardingh e M e @QCdluHVEaivestatusafter
receiving thenotification DMAS will outline the notification communation details and
requirements through separately issued guidance.

4.8 PHARMACY SERVICES

4.81 General Coverage Provisions

The Contractor shall be responsible for coveringratically necessary legend and #egend
Food and Drug Adminisaition (FDA)approved drugs for Embers as set forth in 12 VAC-30
50-210and 42 CFR8 438.3(s)(1) and in compliance with § 384312.1 of theCode of Virginia
Legend dugs for which Federal Financial Participation is not available, pursuant to the
requirements of 82 of the Social Security Act (OBRA 90 84401), shall not be covered.

The Contractor must allow access to all medically necessarfonmilary or norpreferred

drugs, other than those excluded from coverageReaemacy Exclusioniselow). The
Contractomay subject noffiormulary or norpreferred drugs to service authorization consistent
with the requirements of the Contract.

The Contractor may not impose-payments on any medicatioosvered under this Contract
4.8.1.1Prescription Drug Common Core Fmulary Adjustment

The Contractor is required to maintain a formularyneet the unique needs of thembers

they serve; at a mi ni mu minclutletaleprefewed drugadhd or 6 s f o
DMAS Prefered Drug List (PDL) available at

https://www.virginiamedicaidpharmacyservices.com

The Contractos hal | i nclude the DMAS Preferred Drug L
formulary for all Members enrolled in the CCC Plus program wive lagpharmacy benefit

covered by t he ConThe BMAS @DLAsn0t dherithclusive listdof dougsa n .

for MedicaidMembers

The Acommon coreo formulary wil!/ not apply to
benefit covered by a Medie@Part D plan.

The Contractorodés formulary must be devel oped
Pharmacy and Therapeutics (P&T)@mittee The Contractor must submit their formulary to

86


https://www.virginiamedicaidpharmacyservices.com/

DMAS annually after review by its P&T Committee antbrm DMAS of changes to their
formulary by their P&T CommitteeT he Contract or must receive th
all formulary and pharmacy related policy changes including prior authorizations and quantity

limits. The Contractor shall subnubhanges for review and approval via email at leasy-five

(45) calendar days prior to the effective date of the change. The Department will respond within
fifteen (15) calendar days.

The Contractor must have an updated link to their form@aaylable on their website.
4.8.1.1.1 Formulary Gosed Classes (DMAS Defined)

The Departmenuill define a Supplemental Preferred Drug List (POLA | s o known as ¢
c | a swith 3 selgct number of classes from the overall PDL. The Contsiwéima add or

remove drugs including alternative dosage forms to drug classes on the DMAS Supplemental

PDL. The Contractoshall notsolicit additional rebates or discounts for drugs included on the

DMAS Supplemental PDLSupplemental PDL will apply only to nedual Members.

4.8.1.1.2 Formulary NonClosed Classes

The Contractor may add drugs to their formulary in drug classtascluded on the DMAS
Supplemental PDL. For drug classes not included on the DMAS Supplemental PDL, the
Contractor retains the abilitp negotiate rebates or discounts. All drug rebates and discounts
must be reported to DMAS as definedSection19.2 Reporting of Rebates

4.8.1.2 Program Preferred Drug Access Requirements

The fipreferred drugso i ncl udeplemental PDlhneay SDIMAS P D
be subject to edits, including, but not limited to, service authorization requirements for clinical
appropriateness as determined by the DMAS P&T Committee. The Contractor shall assure that
access to all i p DMASé@DLrisend maderrastgcsive thdnthe DMAS RRL

and the DMAS Supplemental PDL requirements ap
additional service authorization criteria or clinical edits are applied. In addition, the Contractor

must comply wih the CMS requirement that health plans may not use a standard for determining
medi cal necessity for a Apreferred drugo that

4.8.1.3Contractor Responsibility to Deploy Changes to DMAS PDL

If DMAS makesany changes to the PDL, the Contractor shall have sixty (60) calendar days after
notification of the changes to the PDL to comply with the DMAS changes.

4.82 Shared Preferred Drug List (PDL) Workgroup

The Contractor shall i ncrl uadcer &t eP rDeMAeSr rPeDd.  [Arsu ¢
Members enrolled in the CCC Plus program. The Department will provide the Contractor with

the opportunity to provide input into the PDL through the pharmacy implementation work group,
including the P&T meetings, or maads specifically established for the purpose of

di scussing/i mplementing the Acommon coreo Pre

4.83 Pharmacy Exclusions

The Contractor must exclude coverage for the following:
91 Drugs used for anorexia or weight gain;
1 Drugs used to proate fertility;

87



Agents used for cosmetic purposes or hair growth;

Agents used for the treatment of sexual or erectile dysfunction, unless such agents are
used to treat a condition other than sexual or erectile dysfunction, for which the agents
have been appved by the FDA;

1 All DESI (Drug Efficacy Study Implementation) drugs as defined by the FDA to be less
than effective. Compound prescriptions, which include a DESI drug, are not covered;
Drugs which have been recalled;

Experimental drugs or nelRDA-approwed drugs; and,

Any legenddrugs marketed by a manufacturer who does not participate in the Medicaid
Drug Rebate program.

= =

= =4 =

4.84 Medication Therapy Management (MTM)

The Contractor shall implement a MTM progranthin the firstninety ©0) days of operation

The MTM program shall include participation from community pharmacists, and include in

person and/or telephonic interventions with trained pharma€istse Contr act or 6 s MT
program must meet or exceed the requirements descrid@dORR § 423.153(d)(1)and is

applicable to all eligible Members.

Reimbursement for MTM services provided by participating pharmacists shall be separate and
above dispensing and ingredient cost reimbursement.

The Contractor d6s MEldpedaaidentify anchiget Meanbels witoavoutt e
most benefit from thesateractionsandreport interventions quarterlyA quarterly report will
identify the number and type of interventions perform&d.annual MTM outcomes report will
be submitted by June 30, 2019 identifypasitive changes in drug therapies and potential cost
savingsRefer to theCCC Plus Technical Manual

4.85 Utilization Management For Pharmacy Services
4.85.1Transition of Care

The Contractor shall have in place policies and procedures to ensure the continuity of care for
Members with established pharmacological treatment regiri@esContractor shall also ensure
that it is able to process pharmacy claims using either the Mediz@r the MCO ID number.
Refer toSection 5.15Continuity of Cardor more information.

4.85.2Service Authorization

The Contractor shall have in place authorization procedures to allow providers to access drugs
outside of the formulary, if medically necessary. This includes medications that are not on the
Contractordos formul ary, a odDefct/Hypecactiaty Disprder n 1 e |
(ADHD) class of medications (e.g., safeguards against having individuals go back through the
Contractords st ep -autherzatignyend).r ogr am when pr e

The Contractor may require service authorization as a conditiooverage or payment for a
covered outpatient drug. The Contractor shall follow service authorization procedures pursuant
to theCode of Virginia8 38.23407.15:2 and comply with the requirements for prior

authorization for covered outpatient drugs ac@dance with Section 19@¥j(5) of the Social
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Security Act. TheContractor shalincorporate the requirements into pisarmacyprovider
contractsThe Contractor shall not require a pharmacy service authorization as secondary payer
as long as the primmapayer hasnade any payment foine cost of the medication.

The Contractor must accept telephonic, facsimile, or electronic submissions of service

authorization requests that are delivered freprescribing systems, electronic health records,

andhealth information exchange platforms that utilize the Nati@uaincil for Prescription

Drugp ograms®é SCRIPT standards for service aut he

Pharmacy services for children mustrbeiewedin accordance with EPSDT requirements to
cover melically necessary drugshen medically necessary based up@aseby-case review of
the individual forlofi-ldbdlGse. needs, such as

The Contractor must submit all pharmacy service authorization and step therapy policies,
procedures and any assated criteria to DMAS for review and prior approval.

The Contractor must submit any proposed pharmacy program changes, suchdistipi¢
programs, quality limits, etc. to DMAS for review and approval prior to implementation.

4.8.5.3Denial of Servces

If the Contractor denies a request for service authorization, the Contractor must issue a Notice of
Action within 24 hours of the d#al to the prescriber and theevhber. The Notice of Action
mustinclude appeal rights and instructions for submitdangappeal in accordance with the
requirements described 8ection 15.0Member and ProvideGrievances and Appeals

4.85.4Emergency Supply

If needed, a 7-hour emergency supply ofpeescribedcovered pharmacy service shall be

dispensed if the prescribeannot readily provide authorization ahé pharmacist, in his/her

professional judgement consistent with the current stdeds practicebelieveshat the

Member ds health would be c¢omprFormnitefesedrugst hout 1
(i.e., inhalers, eye drops, insulin, etc.), the entire unit should be dispensed fohthe g2pply.

4.8.5.5Notification Requirement

The Contractor must have policies and procedures for general notific&@tipagicipating
providers and Mmbes of revisions to the formulary and service authorization requirements.
Written notification for changes to the formulary and service authorization requirements and
revisions must be provided to all affedttearticipating providers and é&inbers at leashirty (30)
calendar days prior to the effective date of the change.

4.86 Pharmacy and Therapeutics (P&T) Committee

The Contractor shall have a P&T Committkat will ensure safe, appropriate, and cost effective

use of pharmaceuticals for the Virginia Medicamiadlees of thisContract. The P&T

Commi ttee shall serve in an evaluative, educa
staff and participating providers in all matters including, but not limited to, the pharmacy
requirements of this Contract atite appropriate use of medications.
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The Contractordos P&T Committee shal.l be compr
practitioners holdingalid professionalicenses. The Committee must include at least one

practitioner in each of the following spialties: pediatrics, gerontology/geriatrics, and

psychiatry. The Contractorodos P&T OGamulyttee shal.l me e

The Contractor shaltequire allindividuals participating ithe P&T Committee to complete a
financial disclosure form amlly which is reviewable by the Department upon request

4.87 Drug Utilization Review (DUR) Programs

In accordancevith 42 CFR 438.3, he Contractor shall develop and maintain a DUR program

that complies with the DUR program standards as describegttio 1927(g) of the Social

Security Act and 42 CRR456, subpart K including prospective DUR, retrospective DUR and

the DURBoardThe Contractorés DUR program at a mini
activities conducted by the Department.

TheContracto 6 s DUR Boar d bianntally TmeD&R Boartd mustanalsde a
voting representative from the Departmehhe Contractor must provide the Department with
the minutes from each DUR Board meetwithin thirty (30) calendar days of the date bkt
meeting.

The Contractor is not required to have a separate DUR Bdde Contractor maytilize its

P&T Committee or comparable committee to fulfill the DUR requirements defined &R2 C

456, Subpart K and 1927 (g) the Social Security Act.If the Contractodoesnot maintaina

separate DUR Boaythe Contractor must defintor the Departmeits r evi ew lmwmd appr
it will fulfill the DUR requirementsunder the Contract

The Contractor must submit to the Department a copy of its CMS AtwRal Report, a

detailed description of its DUR program activities as described in 42 CFR 8§ 456.712, at least
forty-five (45) days prior to the due date established by CMS. The Department will share with
the Contractor all reporting requirements inchglthe web link for the submission of the DUR
Report to CMS.

The Contractor shall require all individuals participating on the DUR Board to complete a
financial disclosure form annuallyhich is reviewable by the Department upon request

4.88 Drug Rebates

Any outpatient drugs dispensed to Members covered by the Contractor (including where the
Contractor paid as the primary and/or secondary payer under this Contract) shall be subject to the
same rebate requirements as the State is subject to unden38&7 and that the State shall

collect such rebates from pharmaceutical manufacturers.

Drug utilization data must include all drugs dispensed at qofistle (POS) and those

admini stered in a providerdés oSettionce or ot her
2501(c)(1)(C)(1) of the Social Security Act, the Department will require encounters to include

the actual NDC on the package or container from which the drug was administered and the
appropriate drugelated HCPCS physician administered codeless otherwise specified by the
Department in supporting documentation, the quantity of each NDC submitted, including
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strength and package size, and the unit of measurement qualifier (F2, ML, GR or UN) is also
required. Each HCPCS physician administerede must be submitted with a valid NDC on

each claim line. If the drug administered is comprised of more than one ingredient (i.e.,

compound or same drug different strength, etc.), each NDC must be represented on a claim line
using the same HCPCS phyait administered code. For the purpose of this contract the term

Adi spenseod is defined to include the terms Ap
MCO reporting must be reported based upon the date dispensed (date of service) within the

guater, as opposed to the claim paid date.

Managed care encounter claims are required to be submitted in a timely manner and in full
compliance with the DMAS published Companion Guide (e.g. NCPDP Payer Specifications,
NCPDP PosAdjudication Standard)Any impact to the collection of manufacturer rebates
allowed under federal law that is the result of delayed encounter claim submission to DMAS or
the omission of required claim level data elements will be assessed as a contract penalty at the
full amourt of lost manufacturer rebates.

The Contractor must develop a process and procedure to identify drugs administered under
Section 340B of the Public Health Service Act as codified at 42 USC § 256b, as drugs dispensed
pursuant to this authority are not eligitbbe the Medicaid Drug Rebate program. Failure to

identify aforementioned 340B drugs on submissions to the Department or its rebate vendor shall
be treated as a compliance violation. The Contractor shall identify encounter claims administered
under Sectior340B in a manner, mutually agreed upon between DMAS and the Contractor, that
supports an automated solution to identify and remove those encounter claims from Medicaid
Drug Rebate processing. (SE€C PlusTechnicalManualfor reporting requirements. . &

Contractor engagesRharmacyBenefitManager (PBM) to provide outpatient drug services to
MedicaidMembers the Contractoshallensure that the PBM complies with the identification of
340B drugs on encounter claim data in a manner consistent with the NCPDP staiterds.

shall include the use of a unique BIN/PCN combination to distinguish Medicaid managed care
claims fromcommeraal or other lines of businessriys acquired through the federal 340B

Drug Pricing Program and dispensed by 340B contract pharmacies are not covered as part of the
DMAS pharmacy benefit.

The Contractor (and/or its Pharmacy Benefits Manager) must makalds two pharmacy
representatives (one primary and one secondary) to work directly with the Department and its
drug rebate vendor to assist in all rebate disputes and appeals. This representative must have
pharmacy knowledge and/or experience in waykiith pharmacists and/or prescription drugs.

Refer tothe Section 19.11CapitationRatesfor more information.

4.89 Long Acting Reversible Contraception (LARC) Utilization and Reimbursement

Appropriate family planning and/or health services shapifogided based on tidembefs
desire for future pregmay and shall assist the Memldemachieving her plan with optimization
of health status in the interimJse of long acting reversible contraceptives should be eagedr
and barriers such as serveathorization shall not be required for approval.

Consistent with 42 ER § 441.20, the Contractor shatbvide coveragéor its enrolled
Membergfor all methods of family planning including but not limited to barrier methods, oral
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contraceptives, vaginaings, contraceptive patches and long acting reversible contraceptives
(LARCs). As required by section 1902(a)(23)(B) of the Act,Gbatractor cannot require the
Member to obtain a referral prior to choosing a provider for family planning services

Member must be allowed s®lect any qualified family planning provider from imetwork or
out-of-network without referral. In additontoa®mb er 6 s f rfaeidy planhimyi ce o f
provider,Membersare free to choose the methodarhily planning as pnadedin 42 CFR §

441.20.

4.8.9.1 ImmediatePostPartum Coverage

The Contractor must provide reimbursement for all long acting reversible contraceptive (LARC)
devices provided in a hospital setting at rates no less than the Medicaid fee schedule in place a
the time of service. The coverage of this service will be considered asndaehefit and will

not be included in the Diagnostic Related Group (DRG) reimbursement system for the inpatient
hospital stay for the delivery. Ti&ontractor shalalso reimbuse practitioners for the insertion

of LARC device immediately postelivery insertion of a LARC device separate from the

hospital DRG at a rate no less than the Medicaid fee schedule.

4.8.9.2 Outpatient Coverage

The Contractor must provide coverage for all LAB&Vices The Contractor shalhot impose

service authorization requirements or quantity limits on LARCs. Qdrdractor shalteimburse
practitioners for evaluation/management (E/M)teisivhere the praitioner and Member

discuss contraceptive options, in addition to same day LARC insertion or removal procedures.
The Contractor must reimburse practitioners for LARC devices and procedures at a rate no less
than the Medicaid fee schedule.

4.8.10 Prescription Monitoring Program (PMP)

The Department of Health Professions established, maintains, and administers an electronic
system to monitor the dispensing of Schedule I, Ill, and IV controlled substance prescription
drugs pursuant to 8 542520 anl § 54.13400 et. seq of th€ode of Virginia known as the
Prescription Monitoring Program (PMP).

Under § 54.12523 of theCode of Virginia the Contractor may obtain informari from the PMP
about specific Mmbers in order to determine eligibility ardrmhanage the care of the sifiec
Member participating in the PUMS or a similar progi@efer to Section 6.3Patient

Utilization Management & Safety (PUMS) Progréon more information.)Information may
only be obtained by a current employee of the @Gatdr who is also a physician or pharmacist
licensed in the Commonwealth.

Notice shall be given to Bmbers that information may be requested from the Prescription
Monitoring Rogram by a licensed physician or pharmacist employed b@dh&actor The
Contractor must notify its Mends of the possibility that the &mnbefs information may be
accessed using the PMP, such as via the Member Handbook, postcard mailings, PUMS letters,
etc. Notethat all data related to the PMP are exempt from FOIA requestsomsidered

confidential information.
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4.8.10.1 Process for Contractor Access to the PMP

TheContractor shalprovide to DMAS, in the format specified by the Department of Health
Professions, an actively maintained list of uight(8) CommonwealtHicensed
pharmacists/physiciafsirsesemployed by the Contractor who will be utilizing the PMP. PMP
access login credentials will be provided by the Department of Health Professiatsafindt

be delegated to or used by other staff. That@ctor, and its employees accessing the PMP,
shallonly use the PMP iaccordance with all applicablea®e laws, including but not limited to

§ 54.12520, § 54.12523, and 8§ 54:B400 et. seq of th€ode of Virginia and will be required

to attest tosch usage as a conditional term of access. The Contshetibnotify the

Department of Health Professions immediately (within 24 hours) when an employee is
terminated or of any other situation (such as a transfer of position or change in job
responsibities) arising that would render PMP access by the individual empésyeelonger
required or appropriate. The Contractor acknowledges that the Department of Health Professions
will be able to monitor Contractor use for compliance, outlier activity hascdthe authority to
sanction any misuse of the PMP without DMAS involvement.

4.8.11 Reporting Requr e ment s for HB 1500 I tem 306 #3c fo
Benefit Manager

The Contractoshall reporias follows for all pharmacgiaims:

1) The actual amant paid to the pharmacy provider per claim, including but not limited to
cost of drug reimbursement; dispensing fees; copayments; and the amount charged to the
plan sponsor for each claim by its pharmacy benefit manager. Reporting requirements are
definedin the State Companion Guides.

2) In the event the Department identifies a difference per claim between the amount paid to
the pharmacy provider and the amount charged to the plan sponsor by its pharmacy
benefit manager th€ontractorshall report an iteraation of all administrative fees,
rebates, or processing charges associated with the d@lae@rContractor shall submit
such reports by the 15th of each month or the next business day.

3) For dual eligible enrollees, the Contractor shall report on pharofaiens paid through
Medicaid.

49 TELEMEDICINE AND TELEHEALTH SERVICES

Telemedicine is service delivery model thasesreal time tweway telecommunications to

deliver covered physical and behavioral health services for the purposes of diagnosis and
treatment of a covered member. Telemedicine must include, at a minimum, theiniszauftive
audioandvideotelecommunications equipmentliok the member at an approved originating

site to an enrolled provider approved to provide telemedicine services at the distant (remote) site.

Telehealth is the use of telecommunications and information technology to support remote or
long-distance phyisal and behavioral health care services. Telehealth is different from
telemedicine because it refers to the broader scope of remote health care services used to inform
health assessment, diagnosis, intervention, consultation, supervision and infoamatssn

distance. Telehealth incorporates technologies such as telephones, facsimile machines, electronic
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mail systems, remote patient monitoring devices and-staa¢orward applications, which are
used to collect and transmit patient data for monitasimd interpretation.

The Contractor shall provide coverage for telemediaimtelehealtervices as medically
necessary, and within at least equal amount, duration, and scope as is available through the
Medicaid feefor-service program as an innovativest effective means to decrease hospital
admissions, reduce emergency department visits, address disparities in care, increase access to
and/or enhance existing services, and increase timely interventions.

The Contractor also shall encourage the ugelemedicineand telehealtbo promote
community living and improve access to health services.

The Contractor may use the following types of providers for Medicavered telemedicinand
telehealthservices physicians, nurse practitioners, certifiagse midwives, clinical nurse
specialistgpsychiatric licensedclinical psychologistdjcensedclinical social workers, licensed
professional counselors, licensed marriage and family counselors, licensed substance abuse
practitionersand credentialed déttion treatment providersThe Contractor may propose
additional provider types for the Department to approve for use.

The decision to participate in a telemedicimeéelehealtrencounter will be at the discretion of
theMemberand/or their authorizegepresentative(s), for which informed consent must be
provided, and allelemedicine antklehealth activities shall be compliant with Health Insurance
Portability and Accountability Act of 1996 (HIPAA) andh e De p @rograme nt 0 s
requirements. Covere@wvices include:
1. Store and Forward Applicationshe Contractor shall reimburse for tedgnalscreening
for diabetic retinopathyThe Contractor is required to provide coverage for teleretinal
screening for diabetic retinopathy that is at least eiguainount, duration, and scope as
is available through the Medicaid fé&r-service program. The Contractor cannot be
more restrictive and cannot require additional fields or photos not required by the
Medicaid feefor-service programThe Contractor maglso reimburse foadditional
Store and Forward Applications, including but not limitedéte-dermatologyand tele
radiology.
2. The ability to cover specialty consultative services (e.g., telepsychiatry) as requested by
theMembeb s pri maryn.care physicia

All telemedicineand telehealtlservices shall be provided in a manner that meets the needs of
vulnerableand emergingulnerablepopulations and consistent with integrated care delivery.
Telemedicineand telehealtlservices can be provided in the hooneanother locatioif

agreeable with the Member.

4.10 TRANSPORTATION SERVICES

The Contractor shall cover emergency, urgent, aneemogrgency transportation services to

ensure that Members have necessary access to and from providers of covered medical,

behavioral health, dentand LTSS serviceper 42 CFR § 440.170(a) and 12 VAGZ3B530

in a manner that seeks to ensuTheCantraetorMalmber 6 s
notbe responsible for transportatimDD Waiver servicefor Membes enrolled in the

Community Living (CL), Building Independence (BI), and Family and Individual Supports (FIS)

94



Intellectual and Developental Disabilities[PD) Waivers.Transportatiorio CL, Bl, FIS (DD)
Waiverservices for these Members will be paid tlgloMMedicaidFeeFor-Ser vi ce as ficar
out o services.

Transportation for medical, behavioral hedltitcludingARTS andCMHRS), CCC PlusNaiver
services formerly known a€£DCD & Tech),dental, LTSS, andll servicesovered under the
CCC Plus contract other than to/frédD Waiver service®r DD Waiver services when covered
through EPSDBhall bethe responsibility of the Contractofhe Contractoshallprovide the
transportation benefit tall carved out servicegxceptfor DD Waiver services which atae
responsi bil it yFeeFRor-Serice traDspqtationtbrolem t 6 s

The Contractor shall covéransportatiorservices within at least equal amount, duration, and
scope avail abl e &teeBorServide pregrad, eagescribednt2rivVA® 30
50-530, andincludingbut notlimited to the following modes of transportatia@mergency and
norremergency air ambulance, emergency anderoargency ground ambulance, public transit,
stretcher vans, wheagtair vans, minvans, sedans, taxigansportabn network companies
(TNCs)and volunteer drivers. With prior approvadm the Contractgrfamily and friends shall
also be able to transport Members and recgageand/or mileageimbursement.

At times, covered Medicaid services may include transportation services to and froins i@

medical facilities for treatment that is not available in Virginia and is approved in advance by the
Contractor. The Contractshallhonor authorizations (as omd in this Contract) in place for
out-of-state treatment, including transportation services. The Contractor shall maintain an
adequate transportation network to cover all approved transportation requests. The Contractor is
encouraged tenter into corracts with taxs and commercial carriers as well as public agencies,
nonprofit and forprofit private agencies, and public carriers.

At initial Contract implementatiorgt revision, or upon request by the Department, the
Contractorshallprovide its policies and procedures for review and approval, including
requirements for how far in advance individuals need to call to schedule and receive routine,
non-emergency, urgent, and/or emergency transportation services.

The Contractor shall ptcipate in a transportation workgroup that will include representatives
from DMAS, the MCGs, and stakeholdets review transportation issugscluding level of
assistance guidelines, capacity by level of assistance, data transfer, and other facets of
transportation servicesRecommendations from this workgroup will result in a collaborative and
strategic approactnat addresses member access to transportation services

4.10.1 Establish and Maintain Automated Transportation Information Management
Systan

The Gntractor shalensure that the broker or internal transportation serpicesdes and

maintairs a fully automated integrated Transportation Information Management System (TIMS)
sufficient to meet the needs of the NEMT program in the Commonwealth. TIMS shall be

provided to transportation providers, members, and end users at no cost for acceasipapplic
software, technology, i nt er f abcokeram intédrnac ont r act o
transportation serviceshall ensure the TIMS interface of proprietary or broker software with a
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transportation providé software shall be at no charge toyders.TIMS system at a minimum
shall consist of the following:

Optimized Automated Scheduling

Member Management

Import, Export, Collect Data and Files

Transportation Network Management and Support

Member Data Elements

moowz>

4.102 Transportation NPI

All transportation providers shall have an individual National Provider Identifier (NR8.
recommended process for transportation providers to obtain this number is as f&&mvs:

paragraph D of the NPI applicatidnttps://www.cms.gov/Medicare/ CMBorms/CMS
Forms/downloads/CMS10114.pdf ol | ow t he I ink in paragraph D
T a x o n ¢hitpy/@ww.wpcedi.com/reference/codelists/healthcare/heedite provider
taxonomycodeset); find the category that fits the service provided in order for NPPES t® issu

the NPI. Examples of transportation NPIs alon-emergency Medical Transport

(VAN) - 343900000XPrivate Vehicle 347C00000XSecured Medical Transport

(VAN) - 343800000X;Taxi - 344600000X Transportation Broker347E00000X.

4.103 Transportation Expenses

In accordancevith 42 CFR§ 440.170, transportation expenses are furnished only to a Contractor
enrolled provider and include:
1. The cost of transportation for the Member by ambulance, taxicab, common carrier, or
other appropriate means;
2. The cosbf meals and lodging in route to and from medical care, and while receiving
medical care;
3. The cost of an attendant to accompany the Member, if medically necessary; and,
4. The cost of the attendant 6s ({ftheattendatdsr t at i on,
notintheMe mber 6s family.

4.104 Administrative Costs

Administrative costs ardnte  Co nt r a c theotrandmortatooperatensrotfincluding

expenses or paymenttiansportatiorproviders orsubcontractors for direct servicdsthe

Contractor operates a pool of volunteer drivers, the administrative costs associated with the
Contractords volunteer management (e.g., volu
administrativecosts while the costs associated withavokerg r 6 s mi | arseqentobr r ei m
other expenses are considergea servicecosts.If the Contractor has expenses such as

mailing, delivery of bus passes, tickets, and/or gas cards, such caEtearistrativecosts. The

actual purchase of bus passkets or tokens, gas cards are direct service costs.
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4.105 Transportation Provider Network

The Contractor shall recruit, credential, maintain, and negotiate reimbursement to ensure an
adequate network of qualified NEMT provide@ualified NEMT provides shallfurnish high
guality transportation services that are safe, reliable, atifn@aNEMT provider @pacity shall
includeall of the following:

a.Sedans

b. Vans

c. Mini-buses

d. Wheelchair vans

e. Sretcher vans

f. Ambulances (noemergencyambulance serviceBasic Life SupportBLS), Advanced life
Support ALS), Paramedic ALS IntercepP(), andSpecialty Care Transpoi$CT), as defined in
42 CFR§ 414.605)

g. Alternate transportation (e.g., fixedute public transportation, volunteaners, vouchers,
and gas reimbursemenénd

h. Taxi cabs.

The use of metered taxis and Transportation Network Companies (TNC) shall be limited to
safety nebr last resort, unlesgscifically authorized by DMAS.

The Contractor shall make use of innovative ideas for alternative transportation methods such as
fixed route public transportation, trained volunteer drivers, as definBdction 4.10.16nd
providing gas reimbursement or vouchers.

The Contractor, bicer, or internal transportation services shall ensure transportation to covered
services is available 24 hours per day, 7 days a week, 365 days per year, including evenings,
weekends, and holidays. Furthermore, the Contractor shall ensure that memlberesan
transportation services withocbmmunicatiorbarriers.

The Contractor may authorize enftstate NEMT services to enrolled DMAS providers located
in cities and counties on or near the Virginia state border (District of Columbia, Kentucky,
Maryland, North Carolina, Tennessee, and West Virginia).

The Contractor, broker, or internal transportation services shall:

a. Ensure that it has a sufficient number of vehicles and drivers available to meet the timeliness
requirements for access to care standasdescribed in Section 9.3 tifis Contract.

b. Partner with NEMT providers to support their success.

c. Document its provider relations strategy, which shall include procedures and personnel
dedicated to the efforts described in this section.

d. Effective Janary 1, 2019, conduct monthly written performance reviews with providers
taking into consideration quality of service, on time performance, company safety
(accidents/incidents) as well as other NEMT contract requirements.

e. Effective January 1, 2019, havearrective action plan for undg@erforming providers, and
a means to track and report to the Contractor and DMAS on actions and results.

f. Enroll bordering oubf-state ambulance companies as needed for facility to facility transfers
that occur within the bordering state boundanésginia ambulance companies are not
permitted to transport members unless pick up or drop off addressesadeg Im
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Virginia. Virginia ambulance providers are not allowed to transfer members within the
boundaries of other states.

g. Ensure that any NEMT providers accepting-ofistate trips have authority including, but
not limited to US DOT Regulations, and appble federal, state and local licensing
requirements.

h. Assure that all contracts entered into comply with all terms and conditions of the
Contractords broker or internal transportati
remains the responsibilityf the Contractor, broker, or internal transportation services.

i. Process all complete provider enrollment packets within 30 calendar days of receipt. Have an
applicant tracking system for the enrollment process withtieal access for DMAS upon
request.

j.  Assure that all documentation required for enrollment is current, within 90 days of
application.

k. Assure that any provider approved or denied to provide NEMT services is notified within 15
days of approval/denial. Approved providers shall have a contrastiategl and executed
within 30 days of approval notification.

I.  Assure that no contracted providers are permitted to deliver NEMT transportation services
before driver and vehicle requirements are completed, contracts are executed, and provider is
approvedgt he Contractor or Contractordés Broker

m. Develop a reevaluation and notification process for renewal of contracts and rate
negotiation.

n. Have a system in place to track and exclude suspended or terminated providers or drivers
from participating in any Virgia Medicaid NEMT covered services upon notification by
DMAS.

0. Report to DMAS upon request subsequent suspensions or terminations of providers and
drivers for various safety or erroneous acts.

p. Contractor or Contractor 0s efioBiDb\Kamadbe must hav
registered with the State Corporation Commission of Virginia (SCC).

The Contractor, broker or internal transportation services shall ensure that for all NEMT

providers:

a. All vehicles are titled and licensed by the Virginia Department ofdviVehicles to operate
in Virginia and have the proper operating authority or meet DMVs exception criteria for state
and | ocal |l i cense fAExempt Operationso sectio
https://www.dmv.virginia.gov/commercial/#mcs/programs/intrastate/exempt_op.asp

b. Vehicles garaged in adjacent localities in adjoining states meet State inspection and safety
requirements.

c. Those transportation providers with Ataxi o |
local ordinances for taxis and are currently licensed by the local taxi authority, if one exists,
in the jurisdictions in which they operate.

d. Transportation NetworkCompanies meet driver and vehicle requirements outlined in this
addendum and as required by DMV.

e. The correct and current USDOT Number as an Interstate Carrier from the Federal Motor
Carrier Safety Administration (FMCSA) if the provider is assigned thpsdross the
Virginia border.

f. Provide copies of required permits and licenses from the counties and cities in which they
operate to the Contractor.
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g. Have contracted providers, drivers, and vehicles that can access military installations to
transport membs.

The Contractgrbroker, or internal transportation servisbsll have contingency plans for
unexpected peak transportation demands and plans foiupadkvers, (e.g. TNCs), for
instances when a vehicle is late or is otherwise unavailable foresedpon request the
Contractor broker, or internal transpa@tion serviceshall describe its capacity (including
providers of bariatric transport and equipment available) to transport bariatric patients
throughout the Commonwealth of Virginia. The pra@ridnust meet the requirements and
guidelines established for bariatric transport by the Virginia Department of Health, Office of
Emergency Medical Services.

The Contractor should be aware of Coordinated Human Services Transportation programs in
Virginia. Since the beginning of the federal United We Ride initiative, the Virginia Department

of Rail and Public Transportation (DRPT) has provided resources to regional and local human
services agencies to develop plans for close coordination of their tratispgotagrams with

public transit systems, both urban and rural. Most of the coordination plans cover-eoundi

Pl anning District. The service areas of Virgi
Agencies on Aging (AAAs) usually follow the d&ining District boundaries as well. A number

of these coordination plans are now in operation and others will follbevDepartment

encourages th€ontractorto contact DRPTi(fo@drpt.virginia.goy to determme the roles these
agencies may play in the development of the NEMT provider network.

4.10.6 Adequacy of Network for the NEMT Program

The Contractor shall ensure that its NEMT brokers or internal transportation services have a
sufficient number of vehicles available to meet the on time performance requirements. If the
Contractor or DMAS identifies insufficient transportation resourcas iarea, the Contractor shall
notify the broker or internal transportation services, and the broker or internal transportation
services shall have ten (10) business days after the date of such notice to recruit sufficient NEMT
providers to meet the need$ the members in the identified area. If the broker or internal
transportation services identifies an area with insufficient transportation resources, the broker or
internal transportation services shall immediately notify the Contractor, and shalleha{d0}
business days to recruit sufficient NEMT providers to meet the needs of the members in the
identified areas.

4.10.7 Ambulance Transports To and From Bordering States

The Mntractor broker, or internal transportation serviocagst ensure the following nen
emergency ambulance transport guidelines are followed:
a. Ambulance transports origating in Virginia going to oudf state Medicaid services
can be conducted by a Virginia OEMS licensed ambulance company if the transport
originaies and returns to a Virginadressi(e. Bristol, VA to Greensboro, NC and
Greensboro, NC back to Bristol, VA.
b. Ambulance transports originating at an out of state address going to another out of
state address must be completed by an ambulance cotigearsed in that state.
Unless the Ambulance company is licensed to d&¥sginia ambulance companies
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cannot transport out ofate to out of state addresses.(Virginia Medicaid Member
in a Greensboro, NC hospital needs to be transported to Duk@dddisen back to
Greensboro, NG.

c. Unless the Ambulance company is licensed to das@ut of statécensed
ambulance company caot enter the State of Virginia to transport Medicai
members Virginia to Virginiaie. Greensboro based ambulance compugmyg to
Bristol, VA to transport member to Abingd, VA and back to Bristol, VA.)

d. Virginia ambulance companies can cross the bordering a Member bacto
Virginia (i.e. VA Medicaid Member in Duke Hospital being discharged back to a
Virginia address.

4.108 Alternate Transportation

Alternate transportation includéged-route public transportation, volunteer drivers, vouchers
andgas and/or mileageimbursement

4.10.9 Option to Leverage Transportation Network Companies (TNCs)

As DMAS continues to explore new opportunities for introducing innovation and service
improvements to the NEMT program, offering alternatives to the existing networks utilizing
TNCs, such as Uber, Lyft, UZURV, etmaybe a promising solution as an-damand resource

to fill gaps and potentially lower overall costat this time, a TNC mape utilized to transort
ambulatory Members who require no more tharb to curkservice. TNCsnay not be used

for the following Members:

All Members enrolled ia Home and Community Based Waisrer

No minor children 17 years of age and younger riding by themselves;

Members requiring hand to hand or door to door assistance;

Members requestingpat he/shaotride with a TNC;

Membersthat nedassistance from thENC driver (i.e. wheelchair, walker, ej¢
Members needing assistance with multiple car seats;

Members whose trip information is to be texted to anyone else besides the Member
(i.e. facility casamanagers); and/or

Members whose escort (person riding with Member) needs assistance from the TNC
driver.

Noak~wnNpE

o

The Contractor shall notify the Department in writing which T{d)2he Contractor will be
using, if any, for its Members. The Contractor shall also assure the Department that (e TNC
has been notified of and understands the limitations set forth above.

The Department reserves the right to adjust/add/remove liamgasis well as rescind the use of
TNCs, if necessary, at any time during this or future contracts.

4.10.10 On-Time Arrival

Ontime means from fifteen (15) minutes before the scheduledypdkme until fifteen (15)
minutes after the scheduled pigktime of an Aleg. If the vehicle arrives within this thirty
minute span of time, the vehicle is-bme for the pickup.
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No more than one percent (1%) of all trips shall be late or thizseday. The Contractor shall
ensure that the brokegpors the percent of all trips late or missed per day on a weekly and
monthlybasis.

Subsequent trip |l egs must be at the schedul ed
the ride assist for a return trip.

4.10.11 Travel Time on Board

For multipasseger trips, every effort shatle made by the Contractdaroker, or internal
transportation servicesd the NEMT providers to ensuredvhbers do not remain in the vehicle
for more than 45 minutes plus direct travel tifmetransport of thélember. No Member shall
have a travel time on board of more than one hour fifteen minutes urdesptis a log

distance trip (see definitiom f ~ fid iosntga n cSectionr23.1p)0 i n

4.10.12 Choice of Provider

Members do not have freedom to choose transporthyi@particular NEMT provider.
However, the Contractor shall strive to maintain existing relationships between NEMT providers
and members and shall try to accommodate a me

Contractor 0s n e tewanspbriatioed mpembersavithldigabilitiesy includmg
Al zhei merds di sease and other forms of dement

4.10.13 Back-Up Services

The Contractgrbroker, or internal transportation servisbsll ensure that NEMT providers
inform the Contractqrbroker,or internal transportation servicesmediately of a breakdown,
accident, incident, or any other problems that might cause a trip delay beyond the scheduled and
contracted window of time for pick up and/or arrival. Inmediately after the Contracbixer

or internal transportation servicissnotified of a delay, the Contractdaroker, or internal
transportation servicesust notify the member or their representatives and the facilities or
families at the destination points, and document the notifitafther transportation should be
arranged to ensure the transport is recovered. Ultimately, it is the responsibility of the
Contractor broker, or internal transportation servitesnake sure trips are provided and to have
a continuity of operations plan place for recovery of trips to ensure member safety and timely
recovery of trips.

After any delay in scheduled member pigk, the Contractoibroker, or internal transportation
serviceamust secure alternate transport and notify appropriate patrtey changedn the
event alternate transport cannot be secguaéddllow-up call must be made to all appropriate
parties to notify and rechedule. The follovup call shall be documented.

4.10.14 Urgent Trip Recovery

Occasionally, the Contractor maytrae able to identify @rovider in its network for a
Member dés trip (e.g., a |l ate night hospital di
provided.
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4.1015 Gas Reimbursement

Gas reimbursement can be usedtfansportation to coveresgrvices that can be provided safely

by a spouse, by the parent or guardian of anuhild, or by the Mmber. Family members and

friends are also able to receive gas reimbursement for transporting members to their Medicaid
covered services. The familyember or friend must call the broker before transport to receive
authorization and instructions to receive the gas reimburseifentriver must have a valid
operatoro6s | i cense aregteredebicleat the hesne. Theeveh&wla av ai |
must be in operable condition and available for use at the time of the appointment.

4.10.16 Volunteer Driver

A volunteer driver is an individual who transportemdbers in a personal vehicle that meets the
driver, insurance, vehicle inspection and othéstgaequirements od contracted driver, and
who accepts occasional trips (e.qg., lahigtance trips or recovery trips) from the Contractor in
exchange fogas and/or mileageimbursement.

4.1017 Transportation Needs of Member

The Contractor is expeed to provide services by assigning and scheduling trips ontaper
recurring basis with the most appropriate eefétctive noremergency medical transportation
(NEMT) provider, consistent with the transportation needs of the Member. Consideratbn
be made regarding:
1. Level of Assistancé Member assistance requested or when necessitated by the
Member 6s mobil ity status or -topdeorandharaid- c ondi
hand assistance. Curb to Curb is the default level of assisfdrtbe. time of scheduling,
the Contractoor t heir transportation broker shal/l
representative if special assistance is needed.
2. Members with Disabilitiei Members with a physical, sensory, intellectual,
developmental, or gnitive disability. Members with disabilities, especially those
residing in nursing facilities, digsis or attending Day Supportqgrams or Adult Day
Health Care programs, may require damdoor or haneo-hand transportation
assistance.

4.1017.1 Deermining Level of AssistancBleeds

Transportatiorservicesshall be scheduled and provided for Memlies s ed upon t he me
level ofassistanceeed i.e.,whether the Mmber requirebandto-hand,doorto-door, or curb
to-curbservice TheContractorshall ensure that Mebers receivéne appropriate level of

assistance

Level of assistanceeeds shall include the following and shall be based aposideration of
the Member6s needs and condition:
1. Handto-Hand Transportation Transporting the Mendy from a person at the pickp
point into the hands of a facility staff member, family member or other responsible party
at the destination. Some Members with dementia or developmental disabilities, for
example, may need to be transported Hardand.
2. Door-to-Door Servicd Transportation provided to passengers who need assistance to
safely move between the door of t-upe vehicl
point or destination. The driver exits the vehicle and assists the passenger from the door
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of the pickup point(e.g., residence), escorts the passenger to the door of the vehicle and
assists the passenger in entering the vehicle. The driver shall assist the Member
throughout the trip and to the door of the destination. It does not include the lifting of
any Membe. Drivers, except for ambulance or stretcher van personnel, should not enter
a residence.

3. Curbto-Curb Servicea The default level of assistance. Transportation provided to
passengers who need little if any assistance between the vehicle and tbitideqick
up point or destination. The assistance provided by the driver includes opening and
closing the vehicle doors, helping the passenger enter or exit the vehicle, folding and
storing the Member 6s wheel chairsecuongth®et her m
wheelchair or other wheeled mobility device in the vehicle. It does not include the lifting
of any Member. Drivers are to remain at or near their vehicles and are not to enter any
buildings.

4.1018 Availability of Services

The Contractoshall ensure that covered transportaservices are available twenfyur (24)
hours a day, three hundred and sifitye (365) days a year.

4.1019 NEMT Driver Outreach, Training, and Education

The Contractgrbroker, or internal transportatiserviceshall ensure that all NEMT drivers
(contracted, nowontracted, imetwork, ouof-network, volunteepjsincluding any taxi company
or independenti.e., broker driverUber, Lyft, UZURV) drivergproviding NEMT services

receive or have receidénitial orientation trainingand ongoing refresher traininghe

Contractor broker, or internal transportation servisesll ensure drivers who perform transports
for CCC Plus Waiver enrolled Membefdembers with dementia or cognitive impairments
Memberswho requirehandto-hand or doocto-door level of assistance completepropriate
training prior to performing any trips for those levels of assistance.

The Contractor, broker, or internal transportation services shall:

a. Devel op a NEMT ha documents the Contiaaiou, brokertor internal
transportation servicesdO operating procedure
transportation providers with whom the Contractor, broker, or internal transportation services
has entered into provider @gments with, as well as their drivers. The manual shall be
reviewed in a mandatory orientation program to be provided by the Contractor, broker, or
internal transportation services to all contracted transportation drivers.

b. Provide initial training befar driver is placed in service to perform NEMT transports.

Provide refresher training as needed when the driver causes an accident or incident which
results in unsafe transport conditions (such as not securing a wheelchair correctly or
transporting membessithout seat belts fasten¢dhe Contractgrbroker, or internal
transportation serviceshall schedule and arrange all training sessions, and all costs of the
training sessions shall be borne by biheker or internal transportation servic€grtification

of completed refresher training is required every 3 years.

c. Assure that all drivers complete orientation training prior to transporting members under this
contract. Upon satisfactory completion of training, drivers shall be certified. This
cettification must be renewed via completed refresher training eliezg years.

103



o

.

> @

. Require that all taxi company drivers complete PASS training prior to performing any trips.
e.

Create an ongoing program for NEMT refresher training.
Accept third party trainingiiat meets all requirements including PASS certifications from
other sources.

. All training curricula and materials must be reviewed and updated annually to incorporate

changes in requirements, regulations and/or procedures.

Store, maintain and update a dtse of all training participants.

Develop an orientation program for all NEMT drivers. The initial orientation plan for
providers and a training plan for drivers shall be required. At a minimum, the orientation
program shall include:

1 An overview of the &nsportation program and the division of responsibilities between
Contractor and NEMT drivers

Vehicle requirements

Procedures fonandling andeporting accidents, moving violations, and vehicle
breakdowns

Driver qualifications

Driver conduct

Properuse of attendants

Scheduling procedures, including criteria for determining the most appropriate mode of
transportation for the member

Procedures for handling requests for urgent trips

Criteria for trip assignments

Dispatching and delivery of serviges

Procedures for obtaining reimbursement for authorized trips

Driver customer service standards and requirements during pickup, transport, and
delivery,

Record keeping for scheduling, dispatching and driver personnel, including completion of
required logdor reimbursement

Procedures for handling complaints from members, facilities, or other service providers;
Procedures for submitting claims to the Contractor for reimbursement;

Procedures for reporting suspected fraud and alanske

A written policy thatincludes all of the above items

= =4 =4 -8 9 = =4 =4 -4 = =4

=
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Initial orientation or ongoing refreshBriver training shalblsoencompasthe followingareas

1 Customer service;

1 PassengeAssistance&afety

1 Sensitivity trainingPASS) (The Contractor, broker, or internal transportation services
shall issue an NEMT Program ID Badge to every driver who completes PASS
certification)

Basic first aid;

Safety and precautions needed for Members with dementia, cognitive impairmdnts, an
special needs populations;

Behavioral health and substance abuse issues;

Title VI requirements (Civil Rights Act of 1964);

ApplicableHIPAA privacy requirements;

= =4

= =4 =4
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ADA requirements (Americans with Disabilities Act of 1990);

Wheelchair securement/safetgdproper use of wheelchair lifts, if applicable, before
transporting members under this Contract

Seat belt usage and child restraints;

Emergency evacuation;

Daily vehicle inspection;

Defensive drivingsuch as a commercial driver improvement clinic certified by the
Department of Motor Vehicles or the National Safety Council)

Risk management;

Communicationsand

Infection control.

= =4 =4 -4 = =

= =4 =

4.10.20 NEMT Provider (Owner and Manager)Outreach, Training, and Eduation

All persons providing transportation services to the Virginia NEMT Program must undergo
required training prior to transporting members.

The Transportation Provider Communication Strategy must facilitate a smooth operation and
participation for bdt new and established providers in the NEMT program. The frequency of
regular communications must meet the needs of both providers and the program, and must
effectively communicate changes to policies and procedures.

The Contractgrbroker, or internal &imsportation serviceshall assure that all initial and
refresher trainings for Owners/Managers include the following:

1 An overview of the transportation program and the division of responsibilities between
Contractor and NEMT drivers
Vehicle requirements
Vehicle maintenance
Procedures for reporting accidentsoving violations, and vehicle breakdowns
Driver qualifications
Driver conduct
Proper use of attendants
Scheduling procedurgs
Procedures for providing urgent trjps
Criteria for trip assignmest
Dispatching and delivery of serviges
Procedures for submitting claims to the Contractor for reimbursement
Procedures for obtaining reimbursement for authorized trips
Payment schedule
Customer service standards and requirements for drivers ghickwgp, transport, and
delivery,
Record keeping and documentation requirements for scheduling, dispatching and driver
personnel, including completion of required logs for reimbursement
Procedures for handling complaints from members, facilities, or sémeice providers
Procedures for reporting suspected fraud and alanske

=4 A =4-0_9_9_9_9_42_-2_-29._-2°_-2°_--°
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1 A written policy that includes all of the above items

4.1021 Attendants

The use of an attendant must be papproved by the Contractdsroker, or internal

transportation seiges The transportation attendar@nbean employee of aansportation

provider and or Me mépprovédandacinbuwsediby the Contradimker, or

internal transportation servicasad is responsible for assisting the driver and accompanying a

Member or group of Members during transport while ensuring safe operation of the vehicle and

the Members. The Contractdiroker, or internal transportation servisésll submit attendant

claims as part of encounters. The attendant, when required, must be identified and provided for
the Member 6s transportation needs within five

4.10.22 Transferable Driver and Attendant Requirements

The following shall be trasferable between Virginia NEMT transportation brokers or internal
NEMT transportation program services.

Passenger Assistance Safety and Sensitivity traifiA$S) or eqvalent;

Basic first aid training

Defensive driving training;

HIPAA training,

Wheeldhair securement training (if applicalle)

State of Virginia Criminal background check or National Data Base Criminal
Background check report

. Drug screen (if applicableand

8. DMV Driving record or National Data Base Driving Record Report

oghwnE

Virginia OEMS cedentialing or licensing of EMTs meets all ambulance NEMT driver
requirements as long as the license has not expired.

4.1023 Transportation Services for Minors

An escort or personal assistant is a parent, caretaker, relative or friend who is authorized by the
Contractor to accompany a Member or group of Members who have special needs or who are
minor children (defined as under age 18). No charge shall be maelctots or personal

assistants.

The Contractor shall authorize&nsportatiorservices for children under the age of 18. The
Contractor shall have guidelines that include transporting children by themselves to after school
Medicaid programs with antahdant or escort. If an escort cannotdaend,then the Contractor

will work with the Member/designated representative to identify seaireanattendant to

ensure timeliness and reduce behavioral problems while in route.
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4.1024 Driver, Attendant, and Vehicle Requirements

At a minimum, the Contractérs t r ansportation brokershabr i nter
verify that all vehicles and drivers meet the requirements for training, licensing, vehicle

inspection, registration, and insurance @mr age as def i nekteFbrgeniche Depa
NEMT programat http://www.dmas.virginia.gov/#/nemtservicdhe Contractdy s

transportation broker or internal transportation serstedl ensure that all vehicles meet or

exceed applicable federal, state, and | ocal r
operating, and maintenance standards while maintaining proof of compliance as to allow for
unscheduled filaudits.Thes requirements shall be included in all agreements with NEMT

providers. With prior approval from the Department, the Contractor may establish additional

driver and attendant requirements.

The Contractor shall ensure that all vehicles transporting memilir disabilities comply with
applicable requirements of the Americans with Disabilities Act (ADA), including the
accessibility specifications for transportation vehicles.

The Contractor shall conduct all driver and attendant credentialing reviewsoprior
implementation and at least annually thereafter. All the records of these reviews shall be
maintained by the Contractor. The Contractor shall assure compliance with driver requirements.

The Contractoandits transportation broker must abide by Depant of Motor Vehicle (DMV)

rules in theCode of Virginiawith respect to noemergency transportation requirementée

Code of Virginiaexempts certain providers such as-poafits (e.g.,AAA s, CSB9 from

Intrastate Operating Authority and fromrequin g A For Hi r e 0 p It @dvides . T h e

types can be found in thiintrastate Operating AuthoriE x e mpt Oper ati onso s ec

Exempt Passenger Carrier Operatiand found in

https://www.dmv.virginia.gov/commercial/#mcs/programs/intrastate/exempt_oprasp

exemption links for the Code of VA for vehicles that qualify for govemirlieense plates, who

are exempt from needing fAiFor Hired tags are a
https://law.lis.virginia.gov/vacode/title46.2/chapter20/seet6.22000.1/
https://law.lis.virginia.gov/vacodeltitle46.2/chapter20/section260@1.2/

4.1025 Passenger Safety Requirements

The Contractor, NEMT providerdrivers, and attendants shall ensure compliance with the
following passenger safety requirements:
1. Passengers shall have their seat belts buckled at all times while they are inside the
vehicle. The driver shall assist passengers who are unable totfestamwn seat belts.
2. The driver shall not move the vehicle until all passenger seat belts have been buckled.
3. The number of persons in the vehicle, including the driver, shall not exceed the vehicle
manufacturerdéds designed seating capacity.
4. Upon arrival athe destination, the vehicle shall be parked or stopped so that passengers
do not have to cross streets to reach the entrance of their destination.
Vehicles should always be visible by the driver.
6. If passenger behavior or other conditions impede theogafation of the vehicle, the
driver shall park the vehicle in a safe location out of traffic and notify his dispatcher to
request assistance. Member behavior issues are to be reported to the Contractor.

o
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4.1026 Transportation Provider/Driver Trip Logs

The Contractor shall require thaansportatiorproviders maintain trip logs. The Contractor shall
provide training, support and periodic refresher training to ensure complidre®epartment,
as part of monitoring this Contract, will audit the logdompliance and completenesit a
minimum, the following information shall be contained in the trip log:

1. Date of service;

2. Driver6s name;
3. Driverbdés signature (written or digital);
4. Attendantos full name (i f applicable);
5. Member 6s name;
6. Me mber Gesn doarntadbtst si gnature (i f applicable);
7. Vehicle Identification Number (VIN) or other identifying number on file with the
Contractor;
8. Mode of transportation authorized;

9. A unique transportation provider number, assigned by Contractor. For providers of
ambulancs er vi ce, the Departmentds ambul ance pr
10. Actual start time (from base station) (in military time);
11. Each authorized Member transported with the actuatygckime (in military time);
12.  Trip indicator (i.e. Trip completed, Membeo-show, etc.);
13. Each actual drop off time (military time) for authorized Member;
14.  Actual number of wheel chairs, attendants, and children, per trip;
15.  Actual return time (to base station) in military time;
16. Authorized stamp or signature of the transportapiavider; and,
17.  Other pertinent information regarding completion of the trips.

The Contractor shall:
1. Ensure that all information trip logs are complete and accurate.
2. Ensure that trip logs approved by the Department shall be maintained and available in an
easily retrievable electronic format for no less than 5 years.
3. Provide training, support and regular monthly monitoring for trip log compliance to all
transportatiorproviders.

4.10.26.INEMT Signature Requirement Waived

NEMT requirement for member signatures on trip logs or trip manifests is waived for NEMT
providers who have software, scheduling syste
signatures (i.e. Jaunt, Community Service Boards (CSB), and TranspoNatiwork Company

(TNC)). Providers in these categories are subject to a five percent (5%) validation audit by the
ContractoorC o n t r dmKerda eGssire Members were transported. Odgartmentnay

request the list of providers who are waived argjesti the five percent (5%) validatioithe

Contractor shall submit to the Department for review and approval prior to implementation, upon
revision, or upon request, its audit policies and procedures that reflect how the Contractor will
validate Membersvere tranported by providers who are wad from the signature requirement.

4.1027 Reporting Missed Trips

The Contractor shatkportthe total number of missed trips and types of trips misEael report
shall include information on the resolutiofhe report shall be submitted at the same time as the
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dashboard, and shall cover the same reporting period as the dastdefdto the CCC Plus
Technical Manual for more informatiorThe resolution information shdle membefocused
andshallidentify follow-up contactswith the membeas well asadditional information

regarding rescheduled appointments, strategies for ensuring standing trips are covered in the
future, etc. For member rghows for critical services such as dialysis, chiberayy, etc., the
resolutioninformation shall describié member made it to the appointment by alternate means
reason for neshow,etc.Reportingof missed tripshallbe membespecific.

4.1028 Department of Justice (DOJ)Settlement

In August 2008, DOnitiated an investigation of Central Virginia Training Center (CVTC)

pursuant to the Civil Rights of Institutionalized Persons Act (CRIPA). In April 2010, DOJ
notified the Commonweal th that it was expandi
compliarce with the Americans with Disabilities Act (ADA) and the U.S. Supreme Court

Olmstead ruling. The Olmstead decision requires that individuals be served in the most

integrated settings appropriate to meet their needs consistent with their choice. InyF2ithiar

DOJ submitted a findings letter to Virginia, concluding that the Commonwealth fails to provide
services to individuals with intellectual and developmental disabilities in the most integrated

setting appropriate to their needs.

In March 2011, uporadvice and counsel from the Office of the Attorney General, Virginia

entered into negotiations with DOJ in an effort to reach a settlement without subjecting the
Commonwealth to an extremely costly and lengthy court battle with the federal government. On
January 26, 2012, Virginia and DOJ reached a settlement agreement. The agreement resolves
DOJ6s investigation of Virginiabds training ce
Commonweal thdés compliance with the ADA and Ol
intellectual and developmental disabilities.

The Departmentdés compliance with the settl eme
recommendations of an Independent Reviewee &f the areagnder review includes
transportatiorservices for individualin DD Waiver servics, where the goal i® ensure that
transportation services arefwfood quality, appropriate, available and accessible tDihe
Waiverpopul ati on. 0

The Contractor provides transportation services for individodl Waiver serviceso and
from nonDD Waiverservices. In accordance with the agreement, the Contractor shall report on
the quality of transportation provided to individuglDD Waiver services In following with
these requirements, ti@ontractorshalt
1. Separate out ingiduals withDD Waivers
2. Completean analysis related to the delivery rtsportation services f@D Waiver
members: and
3. Evaluate the quality of thieansportatiorservices provided tmdividuals in DD Waiver
servicedy the Contractor.

In addition, he Contractor shadt a minimuncollect and provide the following data to the

Departmenspecifically for individuals enrolled in one of tb® Waivers and receiving
transportation through the Contractor for neavier services:
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1. Collect and eport theaccidentinjury reports folDD Waiverpopulation list each
accident and/or injury of eaddD Waivermember

2. Collect and report atransportation relatecbomgaints received fronbD Waiver
individuals.

3. Conduct a satisfaction survey of a sample oBeWaiver individualseceiving
transportation services througie Contractorand provide a summary to the Department
in accordance with the requirements outlined inGX PlusTechnicalManual

4. Providean analysis of thecivities that the Contractor has place that support the goal
of ensuring thaDD Waiver members have accesdramsportation servicedhat areof
Agood quality, appropr i aDeaqgpulationtaThd andfsise and
should include suggestions for improvement.

5. Reports shall be submitted quarterly, on the following schedule:

4th Quarteir for October, November, Decembeby January 15th
1st Quartei for January, February, Marctby April 15th

2nd Quartei for April, May, June- by July 1%

3 Quarter- for July, August, Septembeby October 18

The data requirements and reporting fiptions are provided in the CCC Plus Technical
Guide. DMAS reserves the right to revise tleporting requirements #te recommendations of
the Independent Reviewer @ negotiated for the settlememtdditional information is
available athttp://www.dbhds.virginia.gov/individualandfamilies/developmental
disabilities/dojsettlemeniagreement

4.1028.1 TransportationServices Consultationrad Support

The Contractor shall work collaborativelygapport thebepartmentn respondingo the
Department of Justice (DOJ), the Joint Legislative Audit and Review Commission (JLNRC),
Virginia General Assembly, individuals, organizations, agencies, facilities and medical service
providers that deliver services to Virginia Meaid DD Waivermembersin accordancevith the
DOJ agreemerdndany and all subsequerdcommendations of tHadependent Reviewer

4.11 CARVED OUT SERVICES

The Contractor shall hav@areCoordinatorsand staff familiar with all carved out services
Carved out services include: Dental, School Health Sepnid@dVaiver ServicesDD case
management services, and transportation services to and from DD Waiver Services. DD
Waivers includeCommunity Living, Family and Individual Supports, and Building
Independence WaiveervicesThe Contractor shall not provide authorizations for or pay claims
for these carvedut services.The Contractor shall have the ability to refer and communicate
with the DepartmenDBHDS, LTSS provider staff, and ottr formal and informal supports to
ensure coordination of care. The Contractor must ensure that the carved out services are included
in thepersoncenteredndividualized Care Plan (ICP) in order to most effectively coordinate
services for the MembeRefer to theCCC Plus Coverage Chaatttached to this Contract for
more informatioron eat of these Waiverand carved out services

4.12 STATE PLAN SUBSTITUTED (IN LIEU OF) SERVICES

The Contractor may providédt@rnative services or services in a settimagtts not included in the
state plan onot normallycovered by tts Contract but are medically appropriate, cost effective
substitutes for state plan servit¢katareincluded within tlis Contract (for example, a service
provided in an ambulatory surgiccerter or subacute care facilityrather than an inpatient
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hospital). Such services shall comply with Federal requirements described in 48 CFR

438.3(e)(2) TheContractor shall not require advhber to use a state plan substituted sefvicen

ieud 0 arrangement as a substitute for a state
cover such services or settings as a means of ensuring that appropriate care is provided in a cost
efficient manner.

For individuals age 21 through 64and inaccordance with 42 CFR438.6(e), the Contractor
may provide coverag®fa Member eceiving inpatient treatment in an Institution for Mental
Diseases, as defined42 CFRS§ 435.1010Qo0nly within the following guidelines:

1) TheMemberelects such services in an IMD as an alternative to otherwise covered
settings for such services;

2) The facility providing services is a hospital providing psychiatric or substance use
disorder inpatient care or a sabute facility providing psychiatric aubstance use
disorder cisis residential services;

3) Thelength of stay in the IMD is for a short term stay of no more fifigen (15)
calendadays during the period t¢fie monthly capitation payment; and,

4) The provision of inpatient psychiatric or stince use disorder treatment in an IMD
mees the requirements fan lieu of serviceas described above and in 42 C&R
438.3(e)(2)

The Contractor shall refund the full capitation p&ymnpaid by the Departmefar anytreatment
provided to the Contractorés Member in an | MD
fifteen (15) days during the period of the monthly capitation payment. fifteen (15) calendar

day limit does not apply to IMD treatment for substarsedisorders;aferenceAddiction Ad

Recovery Treatment ServiqggRTS)

4.13 ENHANCED BENEFITS

Enhanced benefits are services offered by the Contractor to Members in exbesS©C Plus

p r o g rcavenddservicesNo increased reimbursement shallnbade for enhanced benefits
provided by the Contractowhen being developed, the Contractor shall consider the population
to whom they are being offer edAtleastnimety@)oul d ad
calendadays prior to implementatiomandprior to each annual open enroliment perithe
Contractor shall provide to the Department for approval the list of enhanced benefits it would
like to offer ando whom the benefits would be availalilee benefit limits, and criteria for each
enhanced énefit Enhanced benefits do not have to be offered to individuals in every category
of eligibility; however, must be available to all individuals if placed on the CCC Plus program
comparison chayt

Enhanced benefits offered by Contractors willbelidt i n t h e COE€ Pplusprogramnt 6 s
comparison charts. Comparison charts are revised once annually. Any changes to enhanced
services occurring after the annual comparison chart publication cannot be incorporated until the
next annual revisionRevisians to enhanced services shall be made only at open enroliment.
However, the Contractor may revigeadd additionaénhanced services at any date, if the
Contractor accepts the cost of revising and printing comparison charts.

The Contractor must be alie provide to the Department, upon request, data summarizing the
utilization of and expenditures for enhanced benefilsiged toMembes during the Gntract.
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The Contractor shall provide to DMAS any additional enhanced services provided to the
Medicaidexpansion population and shall provide such services for at least one (1) year from the
effective date of this Contract. Additionally, the Contractor shall submit to DMA&y (90

days prior to the start of this Contract a list of the enhanced sethiaewill be provided to

Medicaid expansion Members for inclusion in the DMAS comparison chart.

The Contractor shall not obtain enrollment through the offer of any commemsatvard, or
benefit to the Mmber except for additional healtllated sences which have been added by the
Contractor and approved by the Department.

The Departmergtrongly encourages Contractors to work with Departrferiging and

Rehabilitative Services (DARS) to cover innovative services like the Chronic Disease Self
Management Program (CDSMMBiabetes SelManagement Program (DSMP), and Matter of

Balance (MOBp s it aligns with the Depar ttomakestefss pr i c
to improve their overall health and maintain ativecand fulfilling lifestyle.

Examples of potential enhanced bendfitsthe CCC Plus program population maglude, but

are not limited tosocial determinants of health, routizved peventive dental coverager

adults chiropractic care, environmental modifications and assistive technology, vision, hearing,
and personal care services iimdividuals who do not meetawercriteria. If consumedirected
personal care services will béared as an enhanced benefit, the Contrasttati contract with

and reimburse the F/EA fatl of the administrative costs associated with the F/EA funcfians

this benefit

4.14 SERVICES RELATED TO FEDERAL MORAL/RELIGIOUS OBJECTIONS

In accordance wit42 CFR 8§ 438.102 the Contractor shall not be required to provide, reimburse
for, or provide coverage of a counseling or referral service if the Contractor objects to the service
on moral or religious grounds in accordance with the following guidelines:

The Contractoshallfurnish information about the services it does not cbased upothis
rule:

1. To the Departmentith the initiation of the Contract, whenever chas are made, and
upon request, angpbon adoption of such policy in the event that tleai€actor adopts the
policy during the term of the Contract.

2. To potential Members before and during enroliment and to Members wittin(30)
calendadays before the effective date of change.

4.15 TRANSLATION & INTERPRETER SERVICES

Translationservicegincluding oral interpreter services asign languagenterpreteiservices)
shallbe available to ensure effective communication regarding treatooersent to treatment,
medical history, or health edutn. [42 CFR § 438.10(c)(4)Jrained prdessionalsincluding
gualified sign language interpretestall be used when needed where technical, medical, or
treatment information is to be discussed with the Member, a family Member or a friend

The Contractoshallinstitute a mechanism for all Members who do not speak English to
communicate effectively with their PCPs and with Contractor staff and subcontractors.
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If five hundred (500) or more of its Members are 4iglish speaking and speak a common
language, th€ontractorshallinclude, if feasible, in its network at least two (2) medically
trained professionals who speak that language.

In addition, the Contracta@hallprovide TTY/TDD services for the hearing impaired.

4.16 MEDICAID WORKS

Medicaid Works is avork incentive opportunity offered by the Virginia Medicaid program for
individuals with disabilities who are employed or who want to work. To qualify for Medicaid
Works, applicants must be determined to meet the income, asset and eligibility requifements
the Aged, Blind and Disabled (80% of the Federal Poverty Level) Medicaid covered group by
their local Department of Social Services. Medicaid Works individuals are at least 16 years of
age and less than 65 years of age. Additional background informadtout Medicaid Works is
available athttp://dmas.virginia.gov/#/medicaidworks

Medicaid Worksndividualsshallreceive the sam@&mount, duration and scopesgfrvices as
other CCC Plus Pgram Memberswith two (2) additional benefits.

1) Dietary Counseling Services are covered when medically necessary, for example for
Medicaid Works enrolled individuals who have hyperlipidemia (high cholesterol) and/or
other known risk factors for cardiovagar and dietelated chronic disease (for example,
heart disease, diabetes, kidney disease, obesity).

2) Medicaid Works individuals are also eligible to receive personal care attendant services,
including consumedirected care, without enrolling in a HCBS waiver. Medicaid Works
individuals are not required to havd/ladicaid LTSSScreening Individuals who
receive personal care services through Medicaid Works do noalpatent pay
responsibility for the pers@l care service3.he coverage criteria fggersonal care
servicedor Medicaid Works enrolled Membesall be the same #se personal care
coverage criteria describedhder theCCC Plus HCBS waiverCriteria information
regarding personal care canfband in the EDCD Waier Provider Manual, Chapter JV
andthe CCC Plus Coverage Chart, Attachment 5 to this Contract

4.17 ACA MINIMUM ESSENTIAL BENEFITS FOR MEDICAID EXPANSION

POPULATION

Medicaid expansion populations, as describeSaation 3.1.1,lsll receive the same amount,
duration and scope of services as other CCC Plus Program Members, with the following four (4)
additional federallyrequired essential health benefits, according to the United States Preventive
Services Task Force (USPSTF).

1) Annual adult wellness exams;

2) Individual and group smoking cessation counseling;

3) Nutritional counseling for individuals with obesity or chronic medical diseases;
4) Recommended adult vaccines or immunizations.

The above USPSTF recommended prevergine wellness services and chronic disease

management shall be covered in addition to the benefits listed in Attachn@&CFlus
Coverage Chart
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APreventiveo muasde dneiettemss iadrenser vi ces t hat ha\
ABO iwmrndeéret crecommendati ons of the USPSTF. Tl
ratings are listed below.

a) USPSTF Grade AThe USPSTF recommends the service. There is a high certainty

that the net benefit i s s u boffera provideathis. The

service.

b) USPSTF Grade B The USPSTF recommends the service. There is a high certainty
that the net benefit is moderate or there is moderate certainty that the net benefit is
moder ate to substant i alofferdrprevidefldss&VicE.E6 s sugg

For best practice guidelines and-igpdate resources visit the USPSTF website at
https://www.uspreventiveservicestaskforce.org/Pagafeecommendations
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SECTIONc.0 CCC PLUS MODEL GFARE

5.1 GENERAL REQUIREMENTS AND COVERED POPULATIONS

Effective January 1, 201¢he Department made significant changes to the CCC Plus Model of

Care including implementation of the Medically Complex Determination, changes to the Health

Risk Assessment process, changes to the R€rsotered Individualized Care Plan

requirements, clmges to the Interdisciplinary Care Team requirements,Tett.e Contr act or i
model of careshad | i gn wi th the Departmentés CCC Pl us |
comprehensiveare coordination that integratdhe medical and social models of creough a

person centered approa¢hatpromotesMemberchoice and rightsand engageshe Member

and family membes throughout the processn additionth e Contr act or 6s model
alsoinclude processes thatioritize continuity of careandseamlessransitiors for Members

and providersacrosghe full continuunof physical health, behavioral health, and LTSS

benefits. ReferenceAttachment 11MOC Assessment (HRA) and Individualized Care Plan

(ICP) Requirements by Population

The Contractoés modéof care shallnclude all of the required elements

1) Provide the full scope of care coordination and related services for the CCC Plus
populations (listed below) as required in this Contract

2) Operate using persesentered care coordination for Blembers

3) Include methods to identify, assess, and stratify vulnerable RI@€Populationsand
populations with emerging high risks

4) Include comprehensive health risk assessments, individualized care planning, and
interdisciplinary care team involvement

5) Integrate primary, acute, behavioral health, Bh8S;

6) Be responsive to the Memberds needs and pr
health, safety, and welfare of its Members

7) Include staff and provider trainiran the CCC Plus model of caeensure Members
receive persoigentered, culturally competent care through traibace Coordinat@and
through a network of highuality, credentialed providergho have attested to or
demonstrated the required competencies required by the Conteactor

8) Include processes and systems of tlaa¢ engage Members and family members
person centered, culturally competent card ensureseamless transitions between
levels of care and care settings

5.1.1 CCC PlusVulnerable and Emerging VulnerablePopulations

TheContractordéds model of care design shall havi
following complexpopulations that will participate in CCC PluReference Section %for

classification of populations by risk level and related Care Coordinator ratios. Reference

Attachment 11 for HRA and ICP deliverable requirements by population.

a. Members enrolled thECC Plus HCBWaiver (refer to 8ction 4.7.2,

b. Members residing inursing facilities

c. Members with serious mental illnesses and serious emotional disturbances (institutional
andcommunity dwelling;
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d. Members enrolled in the DD WaiveBuilding Independence (Bl), Community Living
(CL), and Family and Individual Supportsi@y waivers;
Members with intellectual/developmental disabilities (I/DD)
Members with cognitive or memory problems (e.g., dementia)
Members with brain injuries
Members with physical or sensory disabilities
Members with substance use disorgers
Memberswith end stage renal disease
Members receiving hospice benefits
Children in foster care or adoption assistance
. Women with a high risk pregnancy
Members with other complex or multiple chronic conditicarsd
Members who have limited or no current medical, behavioral health, or LTSS needs but
may have needs in the future.

oS3 TATTSTQ@™O

5.2 MEDICALLY COMPLEX DETERMINATION

Medically complex individuals are those who have a complex medical or behavioral health
condition and dunctional impairment, or an intellectual or developmental disability. The
medically complex designation is used to assign the Member to either the CCC Plus or
Medallion 4.0 programs.

Determination of medically complexity will be made as follows:

1. Individuals that are part of the Medicaid Expansion population and are known to the
Department (See Section 3.1.1) may be deemed by the Department to be medically
complex or not medically complex. Medically complex individuals will be automatically
enrolled inthe CCC Plus Program. Nanedically complex individuals will be
automatically enrolled in the Medallion 4.0 program.

a. Individuals deemed as namedically complex, and therefore enrolled in
Medallion 4.0, shall be screened by the Contractor using the Mid&rify
they are not medically complex.

2. Individuals, eligible through Medicaid Expansion, that are determined to be eligible for
Medicaid through the standard Medicaid application process will be asked to attest that
he or she is medically complex (Seection 5.2.1. Those that reply that they are
medically complex shall be assigned to CCC Plus. Those that attest that they are not shall
be assigned to Medallion 4.0.

a. Following the initial assignment, the Contractor will conduct the MMHS to
confrmthenre mber 6s attestation.

3. The Contractor shall conduct ongoing Data Surveillance/ldentification of their Members
to determine if there has been a change in
change has been i denti fi geattordeemstheMenmbéreo Con't
be medically complex, the Contractor must complete the MMHS and submit the results to
the Department. The Contractor may use surveillance to identify claims that support CCC
Plus enrollment. Upon validation by the Departmerg,NMtember shall be transferred
from CCC Plugo Medallion 4.0 or vice verséSeeSection 5.2.2.4)

4. The Department shall conduct ongoing Data Surveillance/Validation or Identification to
ensure members are enrolled in the correct program S&smn 5.2.75)
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5. If the Contractor is unable to contact thklemberor t he Member 6s aut hor
representativéo administer the MMHS or if the Member refuses to participate in the
MMHS in its entirety, the Contractor shall notate this on the MMHS and thebiglem
shall be covered under the Medallion 4.0 program at the beginning of the following
month.

Refer toSection 3.2.8Assignment Process Related to Change in Medically Complex
Determinationfor more information on the assignment process related to chante
medically complex determination.

5.2.1 Standard Application Attestation

Effective November 1, 2018, the standard Medicaid application shall require Medicaid
applicants to indicate whether they yattest to
compl ex. 0 An applicant who is presumed medic
Program and a member who is presumed to not be medically complex shall be enrolled in the
Medallion 4.0 program. An individual shall not be switched betwee@@@ Plus and

Medal lion 4.0 programs unless the Memberds at
results of Part 1 of a MMHS.

5.2.2 MCO Member Health Screening (MMHS)

The MMHS consists of questions, separated into two (2) parts, that prosigetion the
population, identify opportunities for supports, and support clinical pathways to improved
outcomes.

Part 1 of the MMHS contains questions that shall be used to verify/determine if a Member is
medically complex. Part 2 of the MMHS contamsestions regarding social determinants of
health, and in conjunction with Part 1, wil/l
be completedSee Section 5.2.28MHS Completion Timefranfer MMHS completion

timeframes.

The Contractor must compéeboth parts of the MMHS on all Medicaid expansion and any

newly eligible individuals. All Members eligible through Medicaid Expansion (See Section 3.1.1
for relevant Aid Categoriesjnust have the MMHS completed to determine if and when an HRA
is needednd to determine or confirm medical complexity.

ForMembers imaNursing Facility and CCC Plus Waiyehe MMHS does not have to be
completed to determine when an HRA is needed. Refer to Sectidn 5.3.

Forformer GAP Memberghe HRA shall be complete later than sixty (60) days from the
date of enrollment but may need to be completed sooner if the Member is screened and
determined to be high risk.

If, upon completion of the MMHS, the Contractor determines that the individual is medically
complex,a rescreening of medically complex classification is not required unless there are
changes to the individual s medically compl ex

A

individual or through t he-sgedfiohealtbdatsa or 6s anal ys
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5.2.2.1 Global MMHS Tool Elements

The MMHS tool, including Parts 1 artican be found as Attachment &f7this Contract. At a

mi ni mum, the Contractor shall ask the Member
guestions in Parts 1 and 2 when administering the MMHS. If additional questions are necessary to
determine a Member 6s Menmdecéas somphkexidtyeomi @
Contractor may ask additional questions as necessary.

The MMHS shall be conduct ed tlthctoadtidnt)orpaelofl y unl
residence requires fate-face contact or where claims onnsee authorizations identify
compl exity and precede a planbés ability to co

5.2.2.2 MMHS Completion Timeframe

In accordance with 42 CRR438.208b)(3), he Contractor shall complete the MMHS for all

Medicaid expansion populations desedhlin Section 3.1.1, and any hew CCC Plus enrollee

beginning January 1, 201®jthin three 3 mont hs of each Member ds enrc
Contractor, unless the Contractor is unable to screen the Member after three (3) good faith

attempts.

If the membercannot be reacheadter threggood faithattemptsthe Contractoshallmail the
MMHS to the Member All mailed MMHS5 must meet the following conditions:

A The content of the MMHS must be maintained. If the Contractor changes anything on
the MMHS it must be submitted to DMAS for revieWwhe Contractor must submit its
materials to the Department for review and approval thirty (30) days prior to its use.

DMAS will review and approve according to applicable contract requirements

A Each mailed MMHSs required to include a cover letter that meets state and federal
requirements for readability. The cover letter and MMHS are considered documentation
critical to obtaining servicesherefore shall include the appropriate taglines. Cover
letters must bapproved by DMAS before mailing.

A A mailed MMHS is considered completed on the date the MCO receives it. The MMHS
shall be submitted to the Department within no more than$iveusiness days of the
date on which the screening was received. A mailed NMiist also meet the
contractually required completion timeframe.

A IfaMember returns the MMHS and has selected
di sabling conditiono under Part 1 Question
condi t i oant Questiah&,ithe Member Complexity Attestation must be
completed. In these instances the MMHS is not considered completed until the
attestation is received.

A All mailed MMHS must include a seHddressed, postage paid return envelope.

The MMHS slall be submitted to the Department within no more than five (5) business days of

the date on which the screening was completed, upon the third instaheénability to contact

the Member, or the date on which the Member refused to particightie the MMHS is required

to be completed within three (3) months, in order to affect enrollment chdreg®8dVIHS must

be submitted prior to t hdgmoatihsd of t he Member ds
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The Contractor shall report to DMAS the identifying informatiorthadlse Members who could
not be screened valthrea (3)montts eRefdl ¢ortheCEC Blgs Tectmnical
Manual

5.2.2.3 MMHS Requirements

1. Aslong as it is completed within the first three (3) months of the mé&méeroliment,
the Contractomay conduct the MMHS at the same time as the HRA, and in such
circumstances, the MMHS may be conducted-tackce.

2. The Contractor shall make accommodations available at no charge to the Member that
address the needs of Members with communication nmmeaits (e.g., hearing and vision
limitations) and Members with limited English proficiency, in a culturally and
devel opmentally appropriate manner and sha
cognitive abilities and level of literacy in the screening pracess

3. The Department reserves the right to require the Contractor to condieceemnings as
deemed necessary.

4. The Department shall give the Contractor one hundred twenty (120) days notice before
making changes to the MMHS unless mandated by law.

5. The Departrant reserves the right to conduct reviews, including reviews based on claim
data or chart reviews to validate that Mem
Medically Complex criteria. The Department also reserves the right to determine the
me mb e edically complex status, includinganovei de of t he Contract
determination.

6. The Contractor shall document efforts made to outreach and conduct the MMHS for
Members whom the Contractor has difficulty locating. The Contractor shall notate on the
MMHS the number of attempts and date(s) of attempts made to contact the Member.

7. Whenconducted facéo-f ace, The Contractor shal/l condu
meets the needs of the Member.

8 The Contractorodos staff conducting the MMHS
communicate with Members who have complex medical needs antavay
communication barriers.

9. As necessary, relevant and comprehensive data sources (including the Member,
providers, family/caregivers, etc.) shall be used by the Contractor in the completion of the
MMHS.

10. Elements from the MMHS shall be considered anwbiporated into the ICP.

5.2.2.4 Contractor Data Surveillance / Identification

Upon completion of Part 1 of the MMHS, the Contractor shall send the screening information via
batch file to the Medicaid system. When the MMHS criteria is met, the individaeives a

medically complex indicator (X). The Indicato
which includes the Contractor ID that completed the screening. Where criteria is pending, the
individual receives an indicator AXP. O

Upon completn of Part 2 of the MMHS, the Contractor shall send the screening information via
batch file to the Medicaid system. The Screening information is shared on the medical transition
file when members transition between health plans. The screening informsaiged to support
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Member risk stratification, identify Members who may require program supports, and for HRA
triage purposes.

5.2.2.5 DMAS Data Surveillance / Validation

The Department shall carry out statistical sampling and other data analysiqueshn audit

the Contractor to ensure that Medicaid expansion Members are being placed in the appropriate
managed care program as a result of the appropriate utilization of the medically complex
screening processes and other processes.

The Departmerghall use available data sources including claims/encounters and Member
responses to the MMHS to validate that Members are in the correct delivery system (Medallion
4.0 or CCC Plus). This may include identification of emerging or existing risk, confommatti
reported physical or behavioral health conditions reported by the Member or the Contractor, and
other delivery system monitoring and assessments.

The Department reserves the right to conduct desk-siteraudits of the Contractors completed
MMH $éand related systems, policies and process.

Identification of issues or potential inappropriate delivery system assignment may result in

additional screening events or in the disenroliment of a member from one program delivery

system and enrollment imalternate program or delivery system. This may include Members

moving from Medallion 4.@0 CCC Plusor from CCC Plus to Medallion 4.0. These actions

shall occur in consultation with the Memberos

The Contractor shall advocate for and support enhanced fraud prevention efforts as described in
Section 10.1'Medicaid Expansion Population Specific Measurement And Reporting

5.3 HEALTH RISK ASSESSMENTS (HRA)

The Contractor shall useHealth Risk Assessent (HRA)asa tol to develop theMe mb er 6 s
personcentered Individalized Care Plan (ICP) (seeec@on 5.4 of this Contractfor more
information). The Departmenteserves the righproviding the Contractor with at least sixty (60)
calendar days advanoetice,to require the Contractor to add additional elements to its HRA.
Contractor shall participate in ddRA workgroupinitiated in the Summenf 2018that includes
representation from all planBMAS, and relevant stakeholdershe goal of th&lRA workgroup

is to create a universal HRA that is portabledthat canfollow the Memberfrom one MCO to
another. The Contractor shall comply with the additional HRA elements discussed in the
workgroup as well as the agreed upon implementation date.

5.3.1 HRA Tool Required Elements
5.3.1.1Global HRA Tool Elements

At a Mini mum, t he efectvelyidantfy tivevVénbetdHiRMet neddsand |
shallencompass socidactors(such asousing informal supportsand employment), functional,

medi cal , behavioral, cognitive, LTSS, wellnes
and goals, the need for any specialists, community resources used or available for the Member,

t he Member 6s d e kenlth ease naedsl(aa apprapriate)y and theepessunred

ICP maintenanceThe Contractor shouldseappropriate documentati¢e.g., MTR dataearly
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intervention individualized family service plan, MDS, UAI when curmetéant and MMHS]
to completeHRA elements in order to avoid unnecessary burden to the Member, caregiver or
provider.

The Contractords HRA shall i nclude all el emen
workgroup between the health plans and the Department. The revised ¢tiREl@ments will

include standardized questions from the interRAI Assessment Instrument(s), as well as mutually
agreed upon supplemental questions. (For more information on the interRAI Assessment

Instrument visitvww.interrai.org. The revised HRA elements will be decided upon in the

Spring of 2019 and implemented at a later mutually agreed upon date.

Prior to implementation of the standardized HRA in the Spring of 2019, the Contractor shall
comply with the arrent HRA Tool Elements for CCC Plus Waiver Members, Technology
Dependent Members, and Nursing Facility Members as indicated below using the Department
approved HRA.

The Contractorodos HRA shall al so:
1) Document that during the initial health risk assesgntae Member was informed of the
program name, covered benefits, and the role o€dreCoordinator.
2) Document the source of information for the HRA the Member, providers, facility
staff, family/caregivers, etc. to include name and talajlocation of completion (face
to-face or telephone and physical location).

5.3.1.2 HRA Tool Elements for CCC Plus Waiver Members

For CCC Plus Waiveviembers, in addition to the required elements aboveCthent r act or 6 s
assessment shall also include théofwing elements:
1) Pertinent information from the Uniform Assessment Instrument (UAI), when available.
2) Discussion with Member/caregiver regarding satisfaction with services received;
3) Evaluate the environment for appropriateness, safety, and Member comfort;
4) Confirmation of the Memberd6s needs;
5) Clarification with Member/caregiver program services, limits, and rights and
responsibilities of everyone involved in providing care;
6) Confirmation that the waiver provider(s) i
written; and,
7) Confirmation that all appropriate documentation is available in the home (i.e. Plan of
Care).

5.3.1.3 HRA Tool Elementsdr Technology Dependent Members

For CCC Plus Waiver Members whare technology dependent, in addition to the required
elements abovd, h e C o ndssessmdntshal aso include the following elements:

1) Determination that appropriate medical equipment is available;

2) Confirmation that medical needs are as described on the DMAS 108/109;

3) Confirmation that the Private DutyNui ng pr ovi der is working tc
plan as written; and,
4) Confirmation that all appropriate document

orders, Home Health Certification and Plan of Care (€M35), nursing care and
medication admirstration documentation, etc.).
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5.3.1.4 HRA Tool Elements for Nursing Facility Members

For CCC Plus Members wheside in a nursing facilityniaddition to the required elements
above,theC o n t r agsessnrerd shall also include the followatgments:

1) All pertinent information from the Minimum Data Set (MDS);

2) Information from the MDS Section Q, in addition to separate documentation of the
Member s i nterest and desire for transitio
barriers to ding so;

3) The transition process including any identified health, safety or welfare needs which may
result in the Memberds inability to transi

4) Pertinent information from the Uniform Assessment Instrument (UAI), when available.

5.3.2 HRA Staff Qualifications

T h e Co n staffperformingdMemberRAs shallmeet he minimum qualifications of a
Care Coordinatoas specified irfCare Coordination Staffing

5.3.3 HRA Requirements

1) The Contractor shall ensure thatitRAs conductedby telephone interviewf recorded,
shallhave h e Me cobsent td ks audio recorde@ihe Contractor shall provide the
audi o recording 1 nclto0OMASgportrégeestMe mber 6s con

2) The Contractor shall condueiRAs for Members in th€CC PlusWaiver, for Members
residing in nursing facilitiesand forMembers with serious mental illnessa faceto
facecommunication DMAS may recognizéiRAs conducted via telehealth as an
accepted mearf faceto face communications. The Contractor shafiige that any
telehealthrcommunication processease areffective and appropriatgtion based upon
t he Me mb e r ésnmuencatiahialiliiesamdpreferencesThe Contractor shall
submitanytelenealthHRA protocolsto DMAS for approval prior to imlementation.

3) The Con CareaGodrdinat@rshall make accommodations available at no charge
to the Member that addrebge needs of Members with communication impairments
(e.g., hearing and vision limitations) and Members with limited English peaty, in a
culturally and developmentally appropriate mannersradic onsi der a Member €
physical and cognitive abilities and level of literacy in the assessment process.

4) T he Co n CareaCodrdinatdrshalldocument efforts made outreach and conduct
HRAs for Members the Contractor has difficulty locating.

5) The Contractor shall condueRAs in a location that meets the needs of the Member.

6) The Co n CareCootdinatotsizallhavethedemonstrated ability to communicate
with Members who have complex medical needs and may have communication barriers.

7) Relevant and comprehensive data sources (including the Member, providers,
family/caregivers, etc.) shall be used by the Contractor. Results of the HRA shall be used
to confirmthe appropriate stratification level for the Member and as the basis for
developing the ICP.
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8) The Contractor shall ensure thatch element of the HRAncluding a description of the
CCC Plus Waiver and other covered services to be provided until the next-person
centered ICP reviews reflected in the ICPIn addition, the Contractor shall ensure that
its ICT procesensursthat all relevant aspects bfh e Me mbisaddressectima e
fully integrated manner on an ongoibgsis(Refer to Sectio®.5 of this Contract.)

9) Duringasse s ment s and r eass e €xse@ammihasorshal gatherCont r ac
advance directive information. This includesieating the Membeabout advance
directives,obtaining any advance directssdocumentationand complying with all
Federal and State requirements for advance directives, including maintacopy of
all related documentsinh e Me mber 6s f il e.

10)The Cantractor shall ensure that its systems allow the Care Coordination Platform and
Triage Algorithm to be continuously updated with the-teak Admission Discharge
Transfer (ADT) feeds from the Emergency department Care Coordination solution. If an
ADT feed arrives with the third (9 or fourth (4") emergency room visit or
hospitalization in ninety (90) calendar days, it indicates a moderate risk member, as
defined inModerate Risk Populationand immediately starts the sixty (60) calendar day
time period to complete the HRA. If an ADT feed arrives with the fifth (5) emergency
room visit or hospitalization in ninety (90) calendar days, it indicates a high risk member,
as defined irHigh RiskPopulations and immediately starts the 30 (thirty) calendar day
time period to complete the HRA. If a Member who the plan has been unable to contact
is in the hospital, the Contractor shall prioritize making contact with the Member while
he or she is ithe hospital. The Contractor shall contact the hospital where the Member
resides to get more updated information.

11)The Contractor shall continuously monitor all Members via Emergency Department Care
Coordination. Notification of an Emergency Departmasit wr hospitalization related
to the Memberés chronic health condition f
elevation to a higher category and therefore a different initial HRA completion
timeframe.

12)The Contractor shall continuously monitor inforioatreceived from other sources that
may indicate the need to change the Member to a different risk category.

5.3.4Initial HRA Completion Timeframes

CareCoordinators shall complete an initial Health Risk Assessment (HRA) for newly enrolled

Membersag x pedi ti ously as t he nMweitmbthertimefraneesen di t i on
forth below.

For former GAP Members, the HRA shall be completed no later than sixty (60) days from the
date of enrolliment but may need to be completed sooner if the Mé&rdmeeened and
determined to be high risk.
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The HRA timeframes may change if the Department and the health plans mutually agree on
revised timeframe through collaborative meetings between the Department and the Contractor.

5.3.4.1 Initial HRAs for CCCPlus Waiver and EPSDPopulations

1) For CCC PlusVaiveror EPSDTMembers whaeceive Private Duty Nursing Services,
the Contractor shall ensure that HRAs are complieteglto-facewithin thirty (30)
calendar days of plan enroliment

2) For CCC Plus Waivenr EPSDTMembers who do not receive Private Duty Nursing
Services, the Contractshallensue that HRAs are completed fatefacewithin sixty
(60) calendar days of plan enrollment

5.3.4.2 Initial HRAs for Nursing Facility CCC Plus Populations

For GCC Plus Members who reside in a nursing facilitg, Contractor shall ensure that HRAs
arecompletedaceto-facewithin onehundred twenty120) calendar days gflanenrollment
The Contractor shall contact the nursing facility and MeraberMe mb e esg@ossible party, if
applicablewithin thirty (30) calendar days of enroliment, and provide the contact name and
number of the Care Coordinator.

5.3.4.3 Initial HRAs for High Risk Populations

For CCC Plus Members who populatiorg atdesgilmed belbveathd a s
in Section 23.1, the Contractor shall ensure that HRAs are completed within thirty (30) calendar
days ofcompletion of the MMHS

A Member is categorized as fAhigh risko i
conditions. Each of the following condit
guestions on the MMHS, Parti 2Social Determinants of Health and HRAiage Questions
(Attachment 16f this Contract).

Member Condition MCO Member Health Screening Question
1) The Member is homeless MMHS Part 2, Question 1

2) The Member has had a combination of fi MMHS Part 2, Question 3;

(5) or more emergency room Visits or DMAS history; or

hospitalizations related to their chronic Emergency department Care Coordination

medical, physical, and/or behavioral health| ADT feed
conditionin the past 90 (nety) calendar
days).

3) The Member has had three (3) or more ff MMHS Part 2, Question 4
resulting in an ED visit, hospitalization or
physician visit within the past ninety (90)
calendar days

4) Member is covered under the CCC Plus| N/A
Waiver with Technology Assistance
(Indicator A) (services are described in
Section 4.7.2.2 and in Attachment 5 of this
Contract)

The Contractor shall conduct HRAs for higekrMembers with erious mental iliness, via face
to-face communication. Otherwisexcepted as noted in 5.3.4thie Contractor is rnaequired to
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conduct HRAs facgéo-f a c e
needs and prefences.

except

5.3.4.4 Initial HRAs for Moderate Risk Populations

For CCC Plus Members

a

and in Section 23.1, the Contractor shall ensure that HRAs are completed within sixty (60)

calendadays ofcompletion of the MMHS

A Member i s
conditions.

categor.i
Each of

in circumstances where

who are categorized as a
zed as Amoderate risko if
the following conditions

guestions on the MMHS, Parti IMedically Complex Classification Questions and Pait 2
Social Determinants of Health and HRAage Questions (Attachment d7this Contract).

Member Condition

MCO Member Health Screening Question

1) The Member has had a combination of
three (3) to four (4¢mergency room visits o
hospitalizations related to his or her chronig
medical, physical, and/or behavioral health
conditionin the past 90 (ninety) calendar
days).

MMHS Part 2, Question 3;

DMAS history; or

Emergency department Care Coordination
ADT feed

2) The Member has had one (1) to two (2)
falls resulting in an ED visit, hospitalization
or physician visit within the past ninety (90)
calendar days

MMHS Part 2, Question 4

3) The Member needs

MMHS Part 1, Question 2

4)Membedbs abil ity to
impacted by SMI/SUD condition

P

(Question 4 from MCO Member Health
Screening/Medically Complex Classificatior

Plus Waiver without Technology Assistancg
EDCD Waiver (Indicator 9) (if not high risk)
as described inligh Risk Population§EDCD

services are described in Section 4.7.2.2 a

in Attachment 5 of this Contract).

Questions)
5) Foster Care (if not already High Risk) N/A
2) The Member is covered under the CCC | N/A

The Contractors not required to conduct fate-face HRAs for moderate risk Members except
for conditions described in Section 5.3.3 amdircumstances where appropriate based upon the

Member 6s needs and

P

5.3.4.5 Initial HRAs forLow Risk Populations

references.

For those individuals who are AdieBlind, or Disabled, are not in a Medicagdpansion aid
category, and do not meet the moderate or high risk catepgergadntractor shall ensure that
HRAs are completed within ninety (90) calendar daysoofipletion of the MMHSSMI
members must be fate-face, all others can be telephonic.
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5.3.46 Initial HRAs for Minimal Risk Populations

For individuals categorized as a fAminimal ris
to ensure that aHRA is completed. An HRA shall be completed if the Member-is re
categorizedBecause an HRA is not required for a fAmi

but is also not required to, develop a persentered individualized care plan (ICP), as desdribe
in Section 5.4PersonCentered Individualized Care Plan (ICR)Y to arrange an
Interdisciplinary Care Team (ICT), as describe&eattion 5.5Interdisciplinary Care Team

(ICT).

5.3.4.7 HRA for Members Who Transitionfo or From the Contractor

For Members who have transitionedframh e Contr act or 6s heathet h pl an
Contrator shall share the most recétRA datawiththeinewl y r ecei vi ng MCOO

| f t he Cont rlyaeceivingMCD,sthetChngractbshatl submita request tthe

Aori gi nat ifrog MA@ mo s.The Cantraetor is noHr&YAIredit@ doradact

new HRA unless th&lember has experienced a triggering event or a new HRA is due per the
requirements in Sectionof this Contract.This also gplies in the event that a Member is

disenrolled and renrolled with the Camactor. A new HRA is required when the Member has
experienced a triggering event or by the due date of the next HRA, based upon the timeframes

listed in Section B of thisContact. This is an interim process for sharitigg HRA until a more

efficient method for sharing the information is available.

5.3.48 HRA When Member Refuses

The Contractor shativersee and coordinate quality services for the Member, even in the
absencef communication with the Membein order to adequately manage the case and ensure
appropriateness of care to the maximum extent possibtamprehensiveare review is needed
based on any and all available informatidiis the Contractor review @& Member's existing
care that determines what services are needed and if provided appropAdigdlycompleted
HRA is not requiredn the circumstance that a Member refuses to participate in a HRA.

If a Member refuses to participatete HRA, the Cae Coordinator shall complete
comprehensive care revidwased on available clinical information from rendering providers or
caregivers and information received from transition reports, service authorizations, and
claims. Other sources of information maylude, butarenot limited tg MDS, UAI, early
intervention individualized family service plan, etc.

The Contractor shall document internally in the care plan for the Member why the HRA was not
compl eted without t hecoMmendngve éase reviewsiwall incilee nt . T
sources of information, the Member's conditions and diagnoses, current needs and services,
identified risks,concerns related to neadherence, access to care and contradictory provider

treatment plans and Conttar recommendationsAn ICP must be established based on the

outcome of the comprehensive care review and updated accordirighyDepartment reserves

the right to request the Contractords compreh
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5.3.49 Reclassificatio of Members With Effective Dates Prior to January 1, 2019

For those Members enrolled with an effective date prior to January 1, 2019, the MMHS is not
required. See Section 5.22.1f the Initial HRA or reassessmentafMember with an

enrollment dat@rior to January 1, 2019 indicatiée need fore-classification the Contractor

shall ensure the following:

1) For those Members in a Nursing Facility or CCC Plus Waiver prior to January 1, 2019,
Members should notbe-el assi fi ed asofnomaplaced cont ae Mi |
category.

2) For those Member sVuhaablegpri nedtas JabBmar gi g
require a reassessment, the reassessment is reqaimedallyand uporatriggering event such
as a hospitalization @ignificant change in health or functional status.

3) For those Membe WVdnerabbdt epgroiroirz etedo alsa niuGatrhye r1, 2
require a reassessmenthe reassessment is requiegthuallyand uporatriggering event such
as a hospitalizatn or significant change in health or functional status.

5.35 HRA ReassessmenCompletion Timeframes

Following the initial HRA, Care Coordinators shall complete a HRA reassessment for CCC Plus
Members within the timeframes set forth below.

The HRA timdrames, and therefore HRA reassessment timeframes, may change if the
Department and the health plans mutually agree on revised timeframe through collaborative
meetings between the Department and the Contractor.

The Contractor shall ensure that the HRAssessment for each CCC Plus Member is revised as
needed upon a triggering event such as a hospitalization or significant change in health or
functional status.

5.3.5.1 Reassessments for CCC Plus Waiver and EPSDT Populations

1) For CCC PlusVaiver or EPSDTMembers who receive Private Duty Nursing Services,
the Contractor shall ensure that HRA reassesds are completed fateface every six
(6) months following the initial HRA,

2) For CCC Plus Waivenr EPSDTMembers who do not receive Private Duty Nursing
Savices, the Contractor shall ensure that HRAssessments are completed-faekce
every six (6) months following the initial HRA.

Refer to Attachment 11ndividualized Care Plan, HRA Reassessments, and Level of Care
Reviews.

5.3.5.2 Reassessmeritg Nursing Facility CCC Plus Populations

For CCC Plus Members who reside in a nursing facility, the Contractor shall ensure that HRA
reassessments are completed-faeace every six (6) months following the initial HRA.

Refer to Attachment 11ndividualized Care Plan, HRA Reassessments, and Level of Care
Reviews.
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5.3.53 Reassessments for Oth®ulnerable Populations

For CCC Plus Members whumerabl®de pogptued qqdar ioned oas ofn
coordination purposes, the Contractorlsbasure that HRA reassessments are completed

annually. The Contractor shall ensure that for those Members with SMI, the¢#Rsessment

is completed facéo-face. For those Members without SMI, the HRA reassessment may be done
telephonically.

Referto Attachment 11lndividualized Care Plan, HRA Reassessments, and Level of Care
Reviews.

5.3.54 Reassessments for Emerginulnerable Populations

For CCC Plus Members whovulaerabl® cpbpgbat zedsatohf
care coordinatin purposes, the Contractor shall ensure that HRA reassessments are completed
annually. The Contractor shall ensure that for those Members with SMI, thed4Bgessment

is completed facéo-face. For those Members without SMI, the HRA reassessmenterdgnie
telephonically.

Refer to Attachment 11ndividualized Care Plan, HRA Reassessments, and Level of Care
Reviews.

5.3.55 Reassessments for Minimal Risk Populations

For individuals categorized as a dibeireguireda | ris
to ensure that an HRA or that an HRA reassessment is completed. An HRA shall be completed
if the Member is recategorizedo aanotherisk categorythat requires a HRA

Refer to Attachment 11ndividualized Care Plan, HRA Reassessmarid,Level of Care
Reviews.

54 PERSONCENTERED INDIVIDUALIZED CARE PLAN (ICP)
The Contractor shall develop a persmntered, culturally competent ICP for eaclits enrolled

Membes. Thepersoit ent ered | CP shal l be t areféerancegahd t o t h
completed in the timeframes specifiedhis Contracand based on thesults of the
Co nt r aiskstratificatoonanalysis For t hose who qualify as fAmin

Minimal Risk Populatiorand therefore do not receive HRA, the Contractor may, but is not
required to, develop an ICP as described in this section.

54.1 General Requirements

TheCo nt r &aré @oordirmtor shall:
1) Engage each Member in the ICP process;
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2) Ensure that the Member receives any necessamigtance and accommodations to
prepare for and fully participates in the care planning process that includes ICT
participation and persecentered ICP development;
3) Develop and maintain the ICP and make the ICP or information related to the ICP
accessibleo providers and Members as needed and upon request;
4) Revise the ICP based on triggering events, such as hospitalizations or a decline or
improvement in health or functional status;
5) Ensure information is secured for privacy and confidentiality in acocsdwith all
applicable State and Federal requirements;
6) Obtain Membeis or their representati@g@signature on the initial ICP and all subsequent
revisions. Whee the ICP ixonductedelephonically, if the audio is recordetie
Contractor shall havettde mber 6 s consent fAsodotcumentadudi o r
efforts when Members or their representatives refuse to sign, including a clear
explanation of the reason for the Member 6s
7) Communcate any ICP revisions to thedvhber, ICT, and other geent providers;
8) Develop and implement the ICP no later than the end date of any existing SA. Services
must be continued until the HRA has been completed and the ICP has been developed.

54.2 ICP Required Elements

Thefollowing elements shallbeiincleadd 1 n t h e ICE dOthér elententsomapyadso be
necessary depending upon the Memberdés <circums
limited to:

1) ICP Completion date; ICP attainable goals and objectives with start date; target end
dates; comietion dates; and outcome measures based assessments;

2) Strategies and actions, including interventions and specific services to be implemented to
meet the Member s needs an ebaspdresdueas,eservice s (i
provider information, gantity, frequency, and duration of the services or the person(s)
responsible for the specific interventions/services (including peer supports);

3) Documentation within the ICP regarding progress towards goal completion noting
success; rationale for extenditagget end goal dates; updating of ICP with mmals;
anybarriers or obstacles;

4) 1 denti fication of the Memberds primary <car
follow-up care;

5  Member s i nformal support network and serv

6) Addressing all needof the Member (functional, medical, behavioral, cognitive, social,

LTSS, wellness and preventive) as well as any preferences as identified by the
Individualized Care Team (ICT) and agreed upon by the Member. Social needs include
but are not limited to: dusing, food, security, economic security, community and
informational supports, angersonal goals (e.g. go to school, have a job, be at
granddaughterds wedding) ;

7) Prioritized list of concerns, preferences, needs, goals, and strengths, as identifiad with t
Member;

8) Advance directive information; including education needs of the Member about advance
directives, and obtaining any advance directive documentation and filing them in the
Member 6s fil e. The status of aabsessments di r e
and with a significant change in health or functional status and shall be included in the
ICP. Also included is documentation of information regarding the inability to provide
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information regarding advance directives and the reasons whg\vhaced directives
may not have been obtained;

9) Plans fortransitioncoordination and services forévhbers in nursing facilities who wish
to move to the community;

10)Addressing health, safety (including minimizing risk), and welfare of the Member.

11)Back up plas as appropriater CCC Plus WaiveMembers in the event that the primary
caregiver is unable to provide care. If applicable, the use of skilled respite nursing,
trained backup caregivers, and facility admission may be required. All technology
dependenMembers must have a trained primary caregiver who accepts responsibility for
providing care whenever nursing is not in the home and, if applicable, Members must
have a backip plan if personal care services cannot be rendered as planned;

12)Crisis plans foMembers with behavioral health needs. For crisis plans, describe how the
Contractor will assist the Member to identify and select individuals or agencies that will
provide support, crisis intervention, crisis stabilization or other services (inglpdim
supports) to assist thedvhber in managing the crisis and to minimize emergency room
or inpatient needs;

13)Plan to access needed and desired community resources acoveoed services;

149 Me mber 6s choice of services fpersonallcanecandn g mo d
respitei consumerdirected vs. ageneglirected when appropriate for CC® Waiver
Memberswvho are eligible for consumelirected servicgs

15)MMHS responses;

16)CCC Plus Waiver and other covered services to be provided until the next-perso
centered ICP review;

17)Elements included in the Providelan of Care (DMASY7AB; DMAS-7A) for CCC Plus
WaiverMembers receivingersonal care services and the DMA(EL for Members
receiving ADHC;

18)Elements included in the Home Health Plan of Care (€185 for Membergeceiving
Private Duty Nursing; and,

19)Elements included in the IFSP flgdlembers receiving early intervention.

T h e Co n ICP shalltcamplyvathrequirements reflected in the attachedividualized
Care Ran (ICP) Requirement8hecklistperthe CMSHome and Community Based Settings
Final Rule.

The Contractor shall fully comply wi#h2 CFR 8441.301(c)(1) and (2)nd to the CMS
guidance documents locatedhétps://www.medicaid.gov/federgiolicy-
guidance/downloads/ci01-10-14.pdf

5.4.3 ICP Completion Timeframes

Following completion of thélRA, t h e C cCar¢ Coardinatoshad develop amitial

ICP prior to the ICT meeting. The &mber must agree to and sign revisions/updates to the ICP

following the ICT as indicated above for initial ICFhelCP is casidered complete upon

Member signatur&he CareCoordinatorcan develop the initial ICP duritbe HRA process

and obtainthed mber 6 s signature at that tit;owait The C:
until afterthelCT meetingto complete the ICP. IEctronic signatureare acceptable within

federal requiremen@ndwhen developed with the &nbed agreementwhenobtained over the
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phone(for nonLTSS Member$. Refer to Attachment 11 [MOC Assessment (HRA)
Individualized Care PlaCP) Requirements by Population].

5.4.3.1 ICPs for CCC Plus Waiver and EPSDT Populations

1) For CCC Plus Waiver Members who receive Private Duty Nursing Services, the
Contractor shall ensure that the initial ICP is completed within thirty (30) calendar
days of plan enrollment;

2) For CCC Plus Waiver Members who do not receive Private Duty Nursing Services,
the Contractor shall ensure that the initial ICP is completed within sixty (60) calendar
days of plan enroliment.

5.4.3.2ICPs for Nursing Facility CCC Rus Populations

For those Members identified as part of the Nursing Facility population, the Contractor shall
complete thenitial ICP within one hundred twenty (120) calendar days of plan enroliment.
Refer to Section 5.3.4l1aitial HRAs forNursing Faclity Populations

54.3.3 ICPs for High Risk Populations

For those Members identified as part of a high risk population, the Contractor shall complete the
initial ICP within thirty (30) calendar daysom completion of the MMHS Refer taSection
5.3.4.3Initial HRAs forHigh Risk Populations

54.34 ICPs for Moderate Risk Populations

For those Members identified as part of a moderate risk population, the Contractor shall
complete thenitial ICP within sixty (60) calendar daj®om the completion of th®IMHS.
Refer toSection 5.3.4.4nitial HRAs forModerate Risk Populations

54.3.5 Initial ICPs for Low RiskPopulations

For those individuals who are Aged, Blind, or Disabled, are not in a Medicaid expansion aid
category, and do not meet the moderate or high risk category, the Contractor shall ensure that
ICPs are completed within ninety (90) calendar days of completitmedIMHS.Refer to

Section 5.3.4.5 Initial HRAs for Low Risk Populations.

54.3.6 ICPs for Minimal Risk Populations

If an HRA is completed for a Member of the minimal risk population, the Contractor must
complete the ICP at the same time the HRA is deteg.

If a Member of the minimal risk population iscategorized, the Contractor is responsible for
completing the ICP within the required timeframes noted ali®eker to Section 5.3.4.Hitial
HRAs forMinimal Risk Populations.

5.4.4 ICP Review Canpletion Timeframes

Foll owing completion of the initial | CP, the
reassessments are conducted according to the following timeframes set forth below.
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The Contractor shall ensure that the ICP reassessnmaradib CCC Plus Member is revised as
needed upon a triggering event such as a hospitalization or significant change in health or
functional status.

5.4.4.1 Revised ICP for CCC Plus Waiver and EPSDT Populations

1) For CCC Plus Waiver or EPSDT Memberso receive Private Duty Nursing Services,
the Contractor shall ensure that ICP revisiane completed fage-face every six (6)
months following the initial ICP,

2) For CCC Plus Waiveor EPSDTMembers who do not receive Private Duty Nursing
Services, th Contractor shall ensure th&R revisions are completed faieface every
six (6) months following the initial ICP.

Refer to Attachment 11ndividualized Care Plan, HRA Reassessments, and Level of Care
Reviews.

5.4.4.2 Revised ICP for Nursing Fadly CCC Plus Populations

For CCC Plus Members who reside in a nursing facility, the Contractor shall ensuf@hat |
revisions are completed fateface every six (6) months following the initial ICP.

Refer to Attachment 11ndividualized Care PlanHHRA Reassessments, and Level of Care
Reviews.

5.4.4.5 Revised ICP for Otha&fulnerable Populations

For CCC Plus Members whunerabi®e poptud qqdr ionesd faog
coordination purposes, the Contractor shall ensure that |@$orev are completed annually.

The Contractor shall ensure that for those Members with SMICIReevision is completed

faceto-face. For those Members without SMI, the ICP revision may be done telephonically.

Refer to Attachment 11ndividualizedCare Plan, HRA Reassessments, and Level of Care
Reviews.

5.4.4.6 Revised ICP for Emergindulnerable Populations

For CCC Plus Members whovulaerablé cpbpgbatzedsasohn
care coordination purposes, the Contractor shallrertbat ICP revisions are completed

annually. The Contractor shall ensure that for those Members with SMGRh@vision is

completed facgo-face. For those Members without SMI, the ICP revision may be done
telephonically.

Refer to Attachment 11ndividualized Care Plan, HRA Reassessments, and Level of Care
Reviews.

5.4.4.7 Revised ICP for Minimal Risk Populations

For individuals categorized as fAmini mal ri sko
ensure that an ICP or ICP revisiorc@mpleted. An HRA, ICP, and required reassessments and
revisions shall be completed if the Member isagegorized.

Refer to Attachment 11ndividualized Care Plan, HRA Reassessments, and Level of Care
Reviews.
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55 INTERDISCIPLINARY CAR E TEAM (ICT)

The Contractor shall arrange for each Member, in a manner that respects the needs and

preferences of the Member, the formation and operation iotemisciplinary care team

(ICT). The Contractor shall ensur e behavotal heabhc h Me mb
substance use, LTS8arly interventiorand social needs) is integrated and coordinated within

the framewadk of an ICT and that each ICTamber has a defined role appropriate to his/her

licensure and relationship with the Memb@he Manber shall be encouraged to identify

individuals that he/she would like to paipate on the ICT.The ICT shalbe persofrcentered,

built on theMembeb specific preferences and needs, and deliver services with transparency,
individualization, respectinguistic and cultural competence, and dignity. OaseCoordinator
shallleadthe ICTFor t hose who qualify aSectigh®mB.f5 mal ri sk
Minimal Risk Populationsand therefore do not receive an HRA, the Contractor may but is not

required to arrange an ICT as described in this section.

55.1 ICT Meeting Timeframes

The Contractor shall conduct initi®l T meetingswithin timeframeghat are consistent with the
Member s needs and ensure comptl&@s i oontorfadthweal !
standards. At a minimum, the Contractor shall conduct initialrf@€&tingswithin thirty (30)

calendar days of completion of the HRA or no later than the next scheduled ICT in conjunection

with the service provider, whichever is later.alfriggering event occurs before the nursing

facility scheduled ICT, the Care Coordinator must schedule an ICT prior to the NF ICT.

5.5.1.1 ICT Completion Upon Triggering Events for Neévursing Facility Members and
Non-ADHC Participants

The Care Coordirtar shall complete an ICT for NeNursing Facility and NotADHC in the
following circumstances:

1) When the Member experiences a trigggevent such as a hospitalization or significant
change in health or functional status; and,

2) To determine changes in the Membero6s status
assessment tool. The-assessment tool must be approved by DMAS prior to
implementation.

55.2 Required ICT Members

The Contractor shall ensure that th@T includes the Member and/or their authorized
representative(s) and at least the staff listed beldwe. Contractor shall ensure thdtzance notice
is provided to the Member and other required attendees in order to maximize partidipation
planned ICT meetingsuchadvancenoticeshall be provided at leagine (1) weekn advance.
The Contractor shall ensure that input is requestethétusionin the ICT discussion from ICT
members who are unable &ttend the ICT irperson or telephonically At a minimum, the
following staffshallbe irvited to participate in the ICT:

1) Care Coordinator

2) PCP
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3) Behavioral health clinician, if indicated

4) LTSS provider(s) when the Member is receiving LTSS

5) Targeted case manager, if applicable (if the Member is receiving TCM services, the
Contractor shal/l include the t)aCMgreludesd c as e
ARTS, mental health, developmental disabilities, early intervention, treatment foster care,
and high risk prenatal and infant case management services

6) Pharmacist, ifndicated

As appropriate and at the discretion of the Member, the ICT also may include any or all of the
following participants:

1) A representative from the Medicare plan, if applicable

2) Registered nurse

3) Specialist clinician

4) Other professional and supporsdiplines, including social workers, community health

workers, and qualified peers

5) Family members

6) Other informal caregivers or supports

7) Advocates

8) State agency or other case managers

5.5.3 ICT Documentation Requirements

The Contractor shall ensure thag¢ith isdocumented evidence in the Member record to support
all of the following

1) The names, titles, and roles of each ICT participant in attendance
2) The names, titles, and roles of invitees but not in attendance
3) Solicited input from requireparticipants who are unable to participate in the ICT meeting
and information provided through alternate means
4) Informing of the ICT participants (present or not) of information discussed; outcomes of the
ICT meeting and any additional information obtaitl@ugh alternate means.
5  When applicable, the Memberds active refusal
his/her authorized representative must be included in the ICT; alternate forms of soliciting
input from the Member are not acceptable unleseeth clear documentation of the
Member 6s refusal to participate with the st:
6) Review and discussion of the initial ICP developedhgCareCoordinator with the
Member. The ICP shall be revised/updated as deemed necessary based on thd needs an
goals developed through the ICT process.

56 REASSESSMENTS

The Contractoshall conduct reassessments to identify any changes in the specialized needs of its
Members as outlined in thettachedModel of Care Assessment and Individualized Care Plan
(ICP) Expectationgable The Contractor shall ensure that reassessments comply with the
following requirementslescribed below.

5.6.1 Routine ReAssessmenCompletion Timeframes

TheCareCoordinabr shall perform a comprehensiveagsessment utilizing the approved HRA
tool for all routine reassessments.

134



1) ForMembers residing in a NFeassessments shall be completelkast every six (6)
months,consistent with MDS guidelines;

2) ForCCC Plus Waiveparticipants and Members receiving EPSBrivate Duty Nursing
services reassessments shall be completiedst every six (6) months;

3) ForOtherVulnerableand Emerging/ulnerableMembers reassessmensghall be
completed byhe HRA anniversary, not &xceed 36%alendaidays

4) The Contractor is not required to complete an HRA eaxsgssment for Minimal Risk
Members.

5.6.2 Reassessments Upofriggering Events

The Care Coordinator shall conduct a comprehensiassessmerior all Members
1) When theMember experiences a trigger eveath as a hospitalization or significant
change in health or functional statasd,
2) To determine changes in the Member-0s status
assessment tool. The-assessment tool must be apprd by DMAS prior to
implementation.

5.6.3 Annual LOC Review

The Contractor shall conduct anrual LOC review for Membersenrolled in the CCC Plus
Waiver within 365daysof the last annual LO@view.See Section 4.7.2.3df this Contract

56.4 ICT Related to Reassessments

The ICT shall beonvenedsubsequent to all reassessmenithin thirty (30) calendar dayasnd
in the following circumstances:
1) Subsequent to triggering events requiring
initiation of LTSS, BH crisis servicegtc);
2) Upon readmissions to acute or psychiatric hospitals or Nursing Facility vitihig (30)
calendadays of discharge; and,
3) Upon Member request.

5.7 CARE COORDINATION ST AFFING

Care Coordination and Care Coordinators are considered fundafoenidétions of the CCC

Plus program. As such, the Contractor shall communicate the beriefiie coordination and

the roleof the CareCoordinatorwhen working with Membes provides, or otherindividuals

inquiring andlearning about the program. The Contractorahale t he titl e A Car e
forindividual s assi gned t oeCobodaindtonregartdlessobteerpsniary Ca r

diagnosis or condition of the Member.

The Contactor shall submit to the Department for apprgradr toimplementation, upon

revision, or upon request, tibare coordination staffingtructure includingstaff positions that

will be involved incare coordinatiolmperations for the CCC Plus program, including but not
limited to, CareCoordinator supervisor§areCoordinators, care coordination support staff, and
administrative staff support. The Contractor shall also identify the role/function(s) of each care
coadination staff as well as the required educational requirements, clinical licensure standards
certification, and relevant experience with care coordination standards and/or aciNtAS
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reserves the right tmaintothe Contact or 6 s ¢ a rsteff incredation ththe @aCi o n
Program requirements

The Contractoshall also include description ofts assignmenprocess foCareCoordinators to

CCC Plus Mmberswhichmust take into consideration tareCoor di nat or 6 s exper
working with populations with physical disabilities, developmental disabilities, serious mental

illness, traumatic brain injury, the elderly,eich e Contr act or 0s care CcoO0O0Ofr C
and staff credentials shall be in accordance with the contractual stadeatibed below

5.7.1 Care Coordinator Qualifications

Th e Co n tQaraGoardnatérsssigned to CCC Plus Membeaisallhave at least a
bachel or 0 sealtherdqiwmeareserviaes fiadi be a Registered Nurse or Licensed
Practical Nurse (LPN)AIl CareCoordinators shalhave &leastone year of experience directly
working with individualswho meet the CCC Plus target population criteticensed or
Certified CareCoordinators must bicensedor certifiedin Virginia or holda RN/LPN license
with multi-state privilegeecognized by Virginian accordance wit854.13040.1 et. seq., of the
Code of Virginia

Membes that have been determined to be unable to ccemacére considered Minimal Risk

may be assigned s Care Coordinator that doest meet the specifieduglification above.

Once the member is able to be contacted they shall be reassigned to a Care Coordinator that
meets the minimum qualifications above within one week. CCC Plus Waiver and Nursing
Facility Residents cannot be considered unable to be tedtac

Assignment of th€areCoor di nat or shal l be based on the as
condition, as well as the qualifications of fbare CoordinatorAll CareCoordinators shall

complete a comprehensive training curriculum that incl@eésC Pl us Member sdé var
medical/behavioral health needscludingtraining in specialized areas (e.g., dementia,

substance use disorderpgrsoncentered, culturally competent care; and, standards of Taee.

Co nt r &areCoardinators shakhlso be trained and knowledgeable about@@&C Plus

programand services described in t8B€C Plus Covered Services Cha@are Coordinators

shall also b&nowledgeabl®f involuntary psychiatric admissions related to emergency custody

orders and temporadetention orders. Care coordination staff shall also beetldan providing

assistance to Bmbers in crisis. Care coordinatistaff shall have demonstrated ability to

communicate witiMembers who have complex medical needsvemaimay have

communicatia barriers.

For Members receiving Private Duty Nursing services,GhseCoordinator shall be a registered
nurse who is licensed in Virginia bolds a RN license with mulsitate privilegeecognized by
Virginia and has at least one year of relatéichl nursing experience with medically complex
Members dependent on life sustaining equipment.

For all other Members with LTSS needs (institutional and comminaised), th€are
Coordinator shalineet the qualifications ithis section
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5.7.2 Care Coordinator Supervisor

TheCareCoor di nat or 6s direct supervisor shal/l be ¢
Mental Health Professional (as defined in 12VAE3%-20) or registered nurse with a

minimum ofone(1) year of relevant health care (f@eably longterm care) experienag

behavioral health experience if supervising complex behavioral health é¢dksspervisors

shall have access to the Cont r Lare supeisorsMe di c al
shall have demonsted ability to communicate with mbers who have complex medical needs

and may have communication barriers

5.7.3 Use of Community Based Organizationsr Subcontractorsfor Care Coordination
Services

The Contractor may subcontract with Community Based Organizg@B19s)including, but

not limited to, Centers for Independent Living (§)LCommunityServicesBoards (CSB), and
Area Agencies on Aging (AAAdDpr the provision of care coordinati@s long as the Contractor
ensurethatCBO care coordination staffndsupervisorsneetall contractuaktandardsind
Federal conflict of interest requirements particularly in the area of functional eligibility
assessmentdAdministrative firewalls should exist to ensure that staff within the contracted
CBOs who perform dire care servicesuch agpersonal care, are not the same staff who
provide care coordination services. CMS and DMAS do not consider case management to be a
direct care service and therefore, case managers are not prohibited from performing care
coordinaton functions. Reference additional guidance provided by CMS at:
https://www.medicaid.gov/medicaid/hcbs/downloads/conbieinterestin-medicaid
authoritiesjanuary2016.pdf Also referenceésection5.8, Care Coordination Partnerships
below.

5.7.4 Regional Dedicated Transition Care Coordinator

TheContractor shall have at least one (1) dedicated trans§iiomCoordinatorin each region
without a caseloa(bther than individuals in transitiot) assist individualgvith caretransitions
Care transitiongclude transitioning individuals from NFs, hospitals, inpatient rehabilitation, or
other institutional settigs into tle community, and assistimgdividualswho desire t@emain in
theircommunitysetting TransitionCareCoordinatorsshallmeet the qualifications of @are
Coordinatorasdescribedn Section 5/.1 above Also reference Section 5.1Care

Coordination vith Transitions of Care

5.7.5 Formal Referral and Assistance Process for Homeless Members

The Contractor shall develop formal referral and assistance processes and procedures in its

existing case management programs that identify homeless membergenrolle t he Cont r 8
managed care program and provide them with information and referrals to local shelters and

other community based homeless aid programs services provided in every region of the state.

The Contractor shall submit a report to DMAS witline hundred twenty (120) days of the

effective date of this Contract and annually, that identifies these community based homeless

support services by city/county, details of the formal referral relationships established, and how

the Contractor will makéaceto-face contact with its homeless members. Refer t€ @€ Plus

Technical Manual
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CARE COORDINATION PARTNERSHIPS

Contractorgnayform innovative partnerships with communligsed organizations that perform
care coordination functions and offer support services to CCC Plus Members, such as options
counseling, facilitating transitions from an institution to the community, etc. \Mugrested by

the Department, the Contractor shall participate in collaborative planning with the Department
and its community partners. Partnering organizations may include, but are not limited to,
Centers for Independent Living (&), CSBs, AAAs, adultay health care centers (ADCCSs),
health systems, and nursing facilities. The Contractor shall submit to the Department prior to
implementation, upon revision, or upon request, a detailed description of any innovative
partnership(s), the type and scopehaf partnership(s), specific services and/or functions to be
carried out through or in tandem with the partnership, geographic area(s) served, the number of
Members expected to be served and related value based payment incentives. The report shall
furtherexplain the extent of the partnership(s) (e.g., contract signed, in negotiations, etc.).
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CARE COORDINATOR STAFFING RATIOS

The Contractor shall establish care coordination staffing ratios that ensure compliance with all

required care coordinationtad vi t i es

car e

coordinat

on ratios

required

shal l at

under

t his

| east me et

table below. The Contractors shall be accountable for maintaining at least thessdoaEle
at all times. The Contractor shalave sufficient care coordination staff to properly and timely
perform the requirements as outlined in the Contract.

CCC Plus Care Coordination Staffing Ratios by Population

CCC Plus Waiver Nursing Facility Other
Populations Populations Vulnerable Emerging Vulnerable Minimal Risk
Populations
1:75 1:200 1:150 1:400 1:1,000

CCC Plus Waiver
including Technology
Assisted and Standard
levels of care; Section
5.1.1(a).

All individuals will
require arHRA to be
completed by the
Contractor.

Nursing Facility
including Specialized
Care and Longstay
Hospital

Section 5.1.1(b).

All individuals will
require an HRA to be
completed by the
Contractor.

Individuals withSerious
Mental lliness (SMI),
including allformer GAP
enrollees.

Individuals (duals and
nortduals) with
complex or multiple
conditions who are
identified by the plan
or selfidentified as
having conditions that
are not well managed,
e.g. multiple ED visits,
multiple inpatient
admits, or have kck
of medication
adherence, etc.

All individuals will
require an HRA to be
completed by the

All other individuals
(duals and nowluals) not
already identified in the
high risk population
groups; includes
populations (duals and
nortduals) with complex
or multiple conditions
who are well managed.

All individuals will
require an HRA to be
completed by the
Contractor as determine
by the MMHS.

Populations listed in 5.1.
(c-0), including DD
Waiver individuals are
included unless they me
highrisk criteria.

A Member is considered
minimal risk if he or she
meets all of the following
criteria:

1) Is a CCC Plus ABD o
expansion Member;

2) Meets noe of the
criteria for placement in
higher risk populations
described in this Contrag
3) Is an OtheNulnerable
or Emergingvulnerable
population Member who
is unable to be contacte
by the Contractor to
conduct the HRA
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Contractor as
determined by the
MMHS.

See Section 5.1.1 {cn) if
they meet highisk
criteria per 2 above.

See Section 5.1.1

CareCoor di nat ors may have a fiblendedo cas<el oad,
population to meet business operational needs or provide continuity of care for Members as long
as the standard ratio thresholds are nr@ir Technology Assisted or Beitdfevel A

populations, to reach the standard threshold, special consideraiidd Isé given to blend the
caseload with comparable subpopulations to allow for optimal availability of the Care
Coordinator For exampleCareCoordinator A is assigned CCQuB Waiver Members, residing

in NF, and otheemergingvulnerablepopulations. The Contractor must identify the FTE
percentage th€areCoordinator works, and must provide the FTE percentage allocated to CCC
Plus Waiver Members, residing in NF, and otBreergingvulnerablesubpopulation Members.

If the CareCoordinator is allocated 30% time for CCC Plus Waiver Members, 30% time for NF
Members, and 40% time for othemergingvulnerablepopulation Members, th€are

Coordinator must have no more th2hCCC Plus Waiver Member60 NF, and160other
Memberswith emergingvulnerables Caseloads must be adjusted according to employment

status of full or partime hours per week i.e. a .5 staff position would equate to .5 of the standard
ratio. Multiple percentage split variations may occur to make up a total 100% caseload among
various populations but the case assignments must not exceed the total combined established
ratio.

On a monthly basishe Contractor shall provide DMAS withcare coordinatiostaffing report

t hat demonstrates its | evel of compliance wit
requirements. The report must incluzseload ratios on a proportionate full time equivalent

(FTE) basis, providing the FTE percentage for each subdgtbpnwith whoma Care

Coordinator has been assignBdMAS may require the Contractor to provide a regional

breakdown ofCareCoordinator staffing.

510 CARE COORDINATION REQUIREMENTS

5.10.1 Care Coordination

The Contractor shall ensure that care coordination is locally and regionally based (and not simply
telephonic). The Contractor may utilize telephonic care coordination services from a central
location within Virginia. CareCoordinatorsassigned to condutdceto-face care coordination
activitiesshallbe located in each of the contracted regiétisCareCoordinators, those

providing centralized telephonic care coordination and those located throughout the regions shall
be aware of regiespecific commuity resourcesln addition to those subpopulations that

require faceo-face assessments and care planning activitiesContractor shalccommodate

any Member request or need for faweface visits, regardless of population typehe

Contractor may @omplish this througmnovative partnerships with communitased
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organizations that perforiocal care coordination functionsSeeCare Coordination
Partnershirs.

TheMe mber shall be assigned a Care Coordinator
effective date. The Contriae shall send a notice to theelhber within 14 days of enroliment

providing the name and contaetormation for their assignedate Coordinator Upon request

by the Department, the Contractor shall provide the name and comtaisenof the Care

Coordinator assigned to a particular Member.

In addition,CareCoordinatorsshalt

1) Meet faceto-face requirements as outlined in this Contract.

2) Act as the primary point of contact for Members and the Interdisciplinary Care Team
(ICT).

3) Ensure that Members have access (e.g., a telephone numingl,aeldress) to theCare
Coordinator.

4) Engage Members in care coordination activities.

5) Communicate wh Members about their ongoing or newly identified needs on at least a
guarterlybasisfor the CCC Plus, Nursing Facility and Minimal Risk populations and at
least every six (6) months for the Otharinerableand Emerging/ulnerablepopulations
(or a frequency as requested by the Member), to include a phone call-to-face
meeting, depending on the Memberdés needs a
facilities or receiving HCBS Waiver services, contact with Members shall be at a
frequeng of at least everginety @0) calendaidays, even if the Member requests less
frequent contact.

6) Notify Members if there is a change in their assig8aceCoordinators.

7) When possible, ensure continuity of care wlaneCoordinator changes are made
whetler initiated by the Member or by the Contractor.

As the leader of ICT<CareCoordinators must execute the following responsibilities:

1) Participate in HRAS for care planning;

2) Ensure that ICT meetings and conference calls are held periodically;

3) Monitor the provision of services, including outcomes, assessing appropriate changes or
additions to services, and facilitating referrals for the Member;

4) Ensure the ICP is developed updated as necessary;

5) Ensure that appropriate mechanisms are in place tiveskember input, complaints
and grievances, and secure comination among relevant parties;

6) Incorporate but not duplicate Targeted Case Manage(M€M) for applicable
Members; and

7) Solicit and comply with the Meunbishesfos wi she
future treatment and health care decisions, prioritization of needs and implementation of
strategies, etc.).

5.10.2 Enhanced Care Coordination forOther Vulnerable Subpopulations

All Members identified asrafiOtherVulnerableS u b p o p usha#l tegeigerthe minimum care
coordination activities as specified aboadditionally,they must receive Enhanced Care
Coordination services as identified during the HRA, ICP and ICT processes.
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Enhanced Care Coordination for these Members includes:

1) Setting up appointments and-person contacts as appropriate;

2) Building strong working relationships betwe€areCoordinators, individuals,
caregivers, and physicians;

3) Setting up eidencebased patient education programs;

4) Arranging transportation aseeded

5) For dualeligible Members, assisting with referrals and access to Meetcaered
services as requested by the Member when the need is identified and included in the ICP;

6) Providing ehanced monitoring of functional and health status;

7) Providing @ordination of seamless transitions of care across specialties and settings;

8) For Members with disabilities, providingffective communication with health care
providers and participate in assistance with decision making with respect to treatment
options;

9) Coodi nation with early interventi @eutmpr ovfi de
the early intervention program and néecatontinue receivingervices. Th€are
Coordinator shall ensure that services are transitioned tosaoly intervention provids
(PT, OT, speech, etc.);

10)Connecting Members to services that promote community living and help avoid
premature or unnecessary nursing facility or other residential placements or inpatient
hospitalizations (medical or psychiatric);

11)Coordinating with saal service agencies (e.g.; local departments of health, LDSS,
AAAs, and CSBs) and referring Members to state, local, and other community resources;
and,

12)Working with nursing facilities and communibased LTSS providers to include
management of chronionditions, medication optimization, prevention of falls and
pressure ulcers, and coordination of services beyond the scope of the LTSS benefit.

The Contractor shalhaveformalized systems and operatiopebcesses in place thassist the
Care Coordinatowith performing Enhanced Care Coordinatiastivitiesfor this Member
subpopuhtion. These processes shiatlude methods for identifyinthese Memberand for
securing the identifiedddon services and benefawailable as necessdior these Membex

511 CARE COORDINATION WITH TRANSITIONS OF CARE

5.11.1 Regional Transition Care Coordinator Roles and Responsibilities
5.11.1.1 Transition from Nursing Facility to the Community

The Contracta¥y s Regi onal Tr an s shallprovidetr&sitioresuppasttcor di nat or
Members who have the desire to, and can safely transition from Nursing Facilities to the

community (and maintain or improve their health status). The scope of transition services that

the Contractor shall provide includes assessing@nigtmedical/health needs but also assessing

the Membero6s social determinants of health (e
etc.). The Contractor shall develop an inclusive and realistic transition plan for the Member and
assist in addresng the components of a transition plan, i.e. assist with finding housing; setting

up nornmedical transportation; helping the individual integrate into the community through

clubs, volunteering/work, faith organizations, etc. The Contractor shall promngstent
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follow up during the first year after discharge and shall make adjustments to the transition plan to
assure acclimation and integration into the community as needed by the Member.

Transition coordination services include, but are not limited to, the development of a transition
plan; the provision of information about services that may be needed, in accordance with the
timeframes specified in this Contract, prior to the discharge dating and after transition; the
coordination of communitpased services with ti@areCoordinator; linkage to services needed
prior to transition such as housing, peer counseling, budget management training, and
transportation.

5.11.1.2 Transition beveen Levels of Care

The Regional Transition Care Coordinator shadtk closely with the Member and the
Me mb eQaré €oordinator ansleatmenteam toensure safe and effective transitions between
levels of cae. The Me mb eTrafdsgion Care Coordinatshall

1) Participate in discharge planning for Members transitioning from acute institutional
settings to lower levels of care, including Long Stay Hospitals, Nursing Facilities, and the
community. Single, nonecurrent (within 3@€alendardays) medical staysf two nights
or less do not require the participation of the Transition Care Coordinator unless
indicated by the Memberds needs and circum

2) Coordinate with the assign€&reCoordinator in discharge planning activities to ensure
a safe transitoh hat meets t he Memberds needs and pr

3) Coordinate with Utilization Management staff, as indicated regarding discharge planning;

4) Coordinate with Nursing F &areCoardingtor,aridéhé f , t h
Member when it is identified thdhe Member wishes to transition from NF care to the
community;

5) Provide support t€areCoordinators to maintain Members in the community in lieu of
transitioning to institutional settings, as neededj,

6) For Dual eligible Members enrolled in a DSNP, the Regional Transition Coordinator
shall also work with the DSNEareCoordinator upon approval of the Member, to
coordinate the above activities.

5.11.2 Transition Coordinator and Care Coordinator Activities

Cadlaborationbetween the transition coordinator and @&reCoordinator isvital for ensuring
smooth transitions to and from hospitals, nursing facilitéiser institutionsand the community.
TheMe mb eQaréQGoordinatorshalt

1) Work closely with the Transitio@oordinatot o ensur e t he Member 6s n
preferences are met;

2) Ensure the completion of the reassessment and updating the ICP for triggering events, to
include detailed care coordination interventions and strategies to provide seamless
transitions an@void delays in services and supports

3) Upon notification of a hospitar nursing facilityadmission or discharge,onk closely
with the Transition Care Coordinatordosure that communication tfe hospitalor
nursing facilityadmission or discharge lWbe conveyed to the PCP and community
basedproviders within 24 hours;
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4) Upon notification of a hospital admission or dischargepmunicatevith providers of
waiver services that an admission has occurred immediately upon notification of
admission and asoon as a tentative discharge date is known;

55  Ensure that admissions and |l engths of stay

6) Ensure that there is timely and adequate discharge plaanthgedication
reconciliation;

7) Work to reduce the need for hospiti@nsfers and emergency room use;

8) Use HRA information and work with nursing facility staff (including obtaining MDS
Section Q data), hospital staff, community care providergeningeams, and the state
Long-Term Care Ombudsman to facilitate transitiomsghe community. This includes
utilizing local contact agencies in order to facilitate transitionsiakohg with other
community resources that provide support (including housing and employment options)
to individuals and their families/caregiverschlas CILs, CSBs, and local AAAS;

9) Ensure services are provided in the least restrictive environment;

10)Utilize community resources and work with staff (e.g., community LTSS providers,
hospital staff, and the state Loiigrm Care Ombudsman) to facilitate séaimns when
Members need a higher level of care (eagemergingvulnerableMember needs to
transition to LTSS)This includes when the need for the transition to a higher level of
care is communicated to internal staff and to the Members or famitegiloars how
individuals are referred to community resources in order to facilitate transitions
Transitions includdinking with other community resources that provide support to
individuals and their families/caregivers, such as CILs, CSBs, and locas AAAis also
includes necessary referrals for screening activities being completed prior to transition
whenrequired;

11)Utilize and partner with community resources (e.g. CILs, CSBs, AAAs, etc.) and work
with staff tofacilitate transitions when a &nbertransitions to a lower or less restrictive
level of care (e.g., a NF Member wishegremsition to the community, aémber in
inpatient hospital (medical or psychiatric) transfers to a NF or the commugityCa
Plus WaiveMember no longer meets NF criteria, etc.). The description shall include
strategies to be put in place to ensure successful and seamless transitions. It shall also
include a description of how the Contractor will ensure necessary screening actigities ar
completed gor to transition when required;

12)Ensure the ICT is scheduled and hatdrequirep

13)For dualeligible Members, @ordinate with the DSNEare Coordinatoapon the
approval of the Member, when the Member is enrolled in a DSNP;

14)Provide educatioto Members, authorized representatives, family/caregivers, and
providers regarding importance of notification of inpatient admissions in order to
effectuate successful transitions;

15)Provide outreach to providers of Medicare services regarding the role ©ate
Coordinatorrelated to transitions of care and the model of care; and,

16)Coordinate with providers of inpatient services to incorporate transition needs as
identified above, into the ICP.

17)The Contractor will collaborate with the Department in devielg policies and
procedures to addretise provision ofare coordination activitider identified members
recently released from a correctional facility or local/regional jail who h&eranic
lliness,SUD or Mental lliness These policiesind procedresshould addresthe
following:1) wor king with the individual és r el
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i ntegrate services based on2teferengthendi vi dual
identified member to the appropriate Care Coordinatoheaember can request

assistance with accessing services or community supports as Bgeadsiding the

member with accessing care according to the needs identified in the Health Risk
Assessment and/or reports, including identifying and removing bawoieese, and

addressing additional needs expressed by the mearimbt) partnemg with community

resources to facilitate referral networks.

5.11.3 Discharge Planning Interventions

T he Co n treatment and déscharde plannagivitiesshall indude at leasall of the
following:

1) Identification and assignment of a facility basémre Coordinatoior the Member if
different than the communi@are Coordinatoior planned transitions to a NF. Ti@are
Coordinatorshall be involved in the establishment and implementation of treatment and
discharge planning;

2) Notification and participation of the Memb
and reassessment as needed,;

3) ldentificationofnorc | i ni cal supports and the role the
and after care plans;

4) Assistance with scheduling of discharge/aftercare appointments in accordance with the
access and availability standards;

5) Identification of barers to aftercare, and the strategies developed to address such
barriers;

6) Assurance thate appropriatbehavioral health providers provide a discharge plan
following any behavioral health admission to ICT Members;

7) Activities that esure that Members wlrequire medication monitoring will have access
to such services within fourteen (IleBlendaidays of discharge from a behavioral health
inpatient settingr as medically advised

8) Best efforts to ensure a smooth transition to the nextcgeorito theeommunity and

9) Documendtion ofa | | efforts related to these activi
paricipation in discharge planningnd,

10)Within the continuity of care provisiortescribed irBection 5.5.

512 VIRGINIA EMERGENCY DEPARTMENT CARE CO ORDINATION
PROGRAM

The Contractor shall participate in the Virginia Emergency Department Care Coordination
Program that will provide a single, statewide technology solution that connects all hospital
emergency departments (EDs) in the Commonwealth tatéeirealtime communication and
collaboration among physicians, other health care providers, and health plan clinical and care
management personnel for patients receiving services in hospital EDs. This system will provide
reaktime patient visit inform@on from, and shares such information with, every hospital ED in

the Commonwealth through integrations that enable receiving information from and delivering
information into electronic health records systems utilized by such hospitall&®s hospital

EDs in the Commonwealth to receive réiale alerts triggered by analytics to identify patient
specific risks, to create and share care coordination plans and other care recommendations, and
to access other clinically beneficial information; provides sep#f designated primary care
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physician and supporting clinical and care management personnel with treatment and care
coordination information about a patient receiving services in a hospital ED, including care plans
and hospital admissions, transfers, drstharges; and provides a patient's designated health

plan and supporting clinical and care management personnel with care coordination plans and
discharge and other treatment and care coordination information.

The Contractor shall participate in the statewide program as required by state law for Medicaid
health plans by June 30, 2018 when the technology solution is required to be implemented.
Participation will requiréhe Contractor to sign the ConnectVirgirixchange Trust Agreement.

The Contractor shall work witbBMAS and hospital and physician representativesmyn a
workgroup established by DMAS, VDH, and/or ConnectVirgioiaevelop sharedare
coordination models to leverage this new statewide technalolgyon to improve outcomes for
high risk and high cost CCC Plusewhberswith high utilizationof EDsor other high risk,
priority populations.

The Contractor shall describe activities supporting appropriate utilization of hospital emergency
room servics, to include incentives the Contractor provides for primary care practices that
provide night and weekend hours and satag appointments, and advanced levels of care
management for those exhibiting high utilization of emergency services; and use Df @laed
Coordination encounter alerts and care coordination plans by MCO Care Coordinators to identify
frequent ED utilizers and address their needs. Refer ©86@ Plus Technical Manual

513 COORDINATION WITH THE MEMBER & MEDICARE OR OTHER MCO

PLAN

Dual eligible Members enrolled in CCC Plus program may receive their Medicare benefits from

t he Contr act eSNB, dMedcarariqba-servioenor tBrough another Medicare

Advantage (MA) Plan. The Contractor shall encourage its CCC Plus prograledMembers

to also enroll in their companion-BNP for the Medicare portion of their benefits, in order to
provide consistency and maxi mize the Contract
Member.

The Contractor shall work with the Departmemnatign, whenever possible, enroliment of dual
eligible Members in the same plan for both Medicare and Medicaid services.

The Contractor shall remain responsible for coordinating care and services for Members who do
not participat e panopnBINE. The €ontractar alsoshalbbe respansible

for coordinating Medicaid payments for dual eligible Members and shall be responsible for
paying crossover claims.

For services provided to dual eligible Members by a Federally Qualified Healthr e@tdC),
the Contractor shall pay the full copayment and deductible that DMAS would lpayedicaid
allowed amount for FQHCs and RHCs is equal to the Medicare allowed amount.

Refer toAttachmentl5 (July 13, 2018 Clarification on Coordination of Benefits with Medicare

and Other Insurance Memo) aAttachment 1§MCO COB Resource Chart) for the
Department 6s expectations during the coordina
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In accordanceavith 42 CFRS 438.208b)(2)(ii), the Contractor shall implement procedures to
coordinate services the Contractor furnishes the Member with the services the Member receives
from any other MCO, PIHP, or PAHRVhen a dual eligible Member is enrolled either with the
Cont r DeSNRar MAsplan for his/her Medicare benefits, or with-&SNP or MA plan or

another MC(not affiliated with the Contractor, the Contractor shall be responsible for
coordinating al/l benefits covered wuondherr t hi s
MCO. In this effort the Contractor shall at a minimum:

1. Provide the Me mbreothe MCOMIithaantachinfamapoh af the
person and division responsible for coordi

2. Provide t he Me mreothder BMICOMitha@dntacainfamapoh af the
person or division responsible for coordination of cost sharing between Mealichse
Me mber 6 s p randriviadicgid; MC O

3. Request a representat i viemorfpmmammMEOncarrietde mber 06 s
participate in all needs assessments and person centered planning;

4. Provide the Medicare plagr primary MCO carriewith the results of all needs
assessments and persmmtered planning;

5. Ata minimum, provide the Medicaregrio r Me mber 6 s wihtimetyar y MCO
(within 48 hours of becoming aware, of hospital, emergency department and Nursing
Facility admissions and discharges and within 72 hours of the diagnoses of, or significant
change in the treatment of, a chronic illslempatient hospital, emergency department
and Nursing Facility admissions and discharges and the diagnosis of, or significant
change in the treatment of, a chronic iliness in order to facilitate the coordination of
benefits and cost sharing between thedMare and Medicaid plan;

6. Coordinate with the Medicare planr Me mb er 6 s rggardingdischargeM C O
planning from an inpatient setting, including hospital and Nursing Facility;

7. Request a representati ve orfpimarmME@Otoe Me mber 6 s
participate in all ICT meetings;

8. Receive, process and utilize in a timely manner (within 72 hours at a maximum or sooner
if circumstances necessitate a faster response) information, including Mepeloéic
health data from t he Méadmbdedndb e Médmdagimgi enap ly a
the effective coordination of benefits and cost sharing;

9. Attherequest of a Medicareplanr t he Me mb e r,éhs Coptractamshally MCO
participate in training of the Medicacer Me mb er 6 s pd rainndaegaydinddG @
coordination of benefits and cost sharing between Medicare and Medicaid;

10. Coordinate with a priieryi\iCOpladh v endieetimalyaaccess to
medically necessary covered benefits needed by a Member enrolled in the CCC Plus
program

11. Submit t o a Mempbnary SO hheab applieable and appropriate,
referrals for care coordination and/or disease management; and,

12. Receive and process drprimany MCOplha anmbferralfos Me di c a
transition fromaNursingfai | ity to the community, and co
Medicareor primary MCOplan to facilitate timely transition, as appropriate, including
coordination of services covered by the Contractor and services covered by the Medicare
or Member 6sOplam.i mary MC
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The Contractor shall utilize both Medicare and Medicaid health careadatalata from the
Member 6s prtiomaroyorMCOat e al l aspects of the Me
limited to: Medicare A,B,andD dat a fr om trigMCOWetorica datd;dMedicaid ma
historical dat a; data from the Statebs BHSA (
management; chronic conditions; and, care management.

The Contractor shall coordinate behavioh&alth benefits with the Depr t m eontradted
BHSA when appropriate. Care coordinators shall be trained and knowledgeable about all
Medicaid covered behaviordlealth services to ensure thaeMbers have access to the full
continuum of care. Care coordinators shall be infornfeatieorequired activities as outlined in
Section 7.5 of thisContract and within thBHSA/CCC Plus MCO Coordination Agreement.

The Contractor shall train staff working on services provided under this Contract, including Care
Coordinators and otheelated staff, on available Medicare benefits and coordination of Medicare

and Medicaid benefits Training shall also include procec
primary MCO as applicable The Contractor shall also be required to train staftapics as

requested by the Department and within a timeframe designated by the Department.

1. Train network providers on available ENP and CCC Plus program benefits and
services as requested by provider and/or provider associations.

2. Establish tracking mechanisms to ensure that staff are timely and appropriately engaged
in discharge planning, and for CCC Plus Members, that Care Coordinators are
notified/engaged as appropriate

3. Maintain daily reports for audit to determine appropriaig tmely engagement in
discharge planning.

4. Coordinat e wi-8SNP oraMA Miarnon btieer piirmaryMCOegarding CCC
Plus program services that may be needed by the Member; howeverStiie br MA
Planor primary MCO carrieshall remain responsibfer ensuring access to all benefits
coveredby t he Me mb e r  ansludipg nursirey faglities ang lrome health,
and shall not supplant such medically necessary covered services with services available
only through the CCC Plus program.

5. Provide toD-SNPs and MA planand any other MCO carrier with whom the Member
has coveragé, r ai ni ng on the Contractoro6s NF Diver
process.

6. Accept and pr oc e sSBIP MA ptamor atheMEC lcarieadreferrdDd
for HCBS in order to delay or prevent NF placement.

7. Develop, for review and approval by the Department, policies, and procedures and
training for the Contractorés staff, inclu
wi th a Member orgrimde MAO@lar Ehe Bepaatment expects all
items desdbed in this ectionto be reflectedin theresultingdocuments.

514 CLINICAL WORKGROUP MEETINGS

The Contractor shall participate in an ongoing clinical workgroup with the Department related to
carecood i nati on. The Departmentds representati ve
nursing/medicaCare Coordinatoand behavioral health care management leadership to review

cases that offer integrated care opportunities and to clarify the expectations areund ca

coordination. The Department will advise the Contractor of any required documentation in
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preparation and advance of each meeting. The clinical work group meetings shall be held on a
guarterly basis. The Department reserves the right to require theaCtor to attend clinical

wor kgroup meetings more frequently based on t
identified during the Departmentds contract m
clinical workgroup meetings in personlass otherwise permitted by DMAS. The clinical

workgroup meeting locations will rotate between being held at the Department and the offices of
the CCC Plus programb6bs contracted health plan
clinical workgroupmeeting on a rotational basiad share best practices

515 CONTINUITY OF CARE

The Contractor shall provide or arrange for afidicallynecessary services, whether by-sub

contract or by singlease agreement in order toehéhe needs afs Membersincluding during

care transitons o t he Cont r aThe @ont@cor shadllsoivarkclogely weith the

Department, other Contracted health plans, and DMAS Contractors toward the goal of ensuring
continuity of care for Membemshoseenroliment banges betweenh e Contr act or 6s p
DMAS feefor-service, or anotheZCC PlusContractor. The Contractor shall develop and

implement strategic processes that support collalberafforts among contractors for smooth

care transitions antthatprevent aMember from having interrupted or discontinued services,

throughout the transition, and until the transition is complete.

In accordanc&vith42CFR & 38 . 6 2, t he Contractor 6dhestrategi
Contractor 0s c o mprlhistaicalcuglization data wiiee theuMemlterss efrolled

in a new MCOthe ability for the Member to retain the access to services consistent with the

access they previously had and is permitted to retain their current prauiiteg the contiaity

of care periodrefer to Section 35.1) if that provider is not in the network; ti@ontractor refers
theMember to appropriate providers of service that are inthe netaatkd , t he Member 0 ¢

providers are able to obtaods. copies of the Me

The Contractor must have systems and operatpoaksssin placefor sharingdatato/from
DMAS, reviewing the data for potential higisk Member needsind utilizingthe datato
support the transition proce§gansition data shall includaut not be limited tde mb er 6 s
claimsand service authorizations.h@ process shall require the Contractor to, at a minimum:
1) Ensure that thre is no interruption ofaweredservices for Members;
2) Accept the transfer of all medical records and care coatidn data, as directed by
DMAS; and
3) Send service authorization data to support continuity of care for Members transitioning
between fedor-service and CCC Plus. Reference the Medical Transition Report (MTR)
File section for more information.

5.15.1 General Provisions

The Contractoshallensure continuity of care for all Members upon enrollment into the Plan.
During the time period set below, the Contrac
at the Medicaid FFS rate and honor service@ightions (SAs) issued prior to enrollment for

the specified time period.

The continuity of care period is as follows: Within the fihstty (30) calendar daysf a
Me mber 6 s ,d¢he Conmttattanshall tallow a Member to maintain his or her curren
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providers (including oubdf-network providers) The Contractor shall extend this time frame as
necessary to ensure continuity of care pendin
theMe mb esafé®and effectiveransition to a contraet provider. The Department has sole

discretion to extend the continuity of care period time frame.

During thecontinuity of care periodhe Contractor shall make reasonable efforts to contact out
of-network providers who are providing services to Members, and provide them with
information on becoming credentialedsrietwork providers. If the provider does not join the
network, or the Memér does not select a newmetwork provider, theContractor shall

facilitate a seamless transition to a participating proyéh the exception of NF residents).

During the continuityofcargoer i od, t he Contractor nogider change
only in the following circumstances:
1. The Member requests a change;
2. The provider chooses to discontinue providing services to a Member as currently allowed
by Medicaid;
3. The Contractor or DMAS identify provider performance issues that affect a entb s
health or welfare; or,
4. The provider is excluded under State or Federal exclusion requirements.

For pharmaceutical services, the Contractor shall ensure that Members can continue treatment of
medications prescribed or authorized by DMAS or anotlertt@ctor (or provider of service)

during the continuity of care periaat through the expiration date of the active service

aut horization including services authorizatio
(DUR) Board. This would not preclude thealth plan from working with the Member and his

treatment team to resolve polypharmacy concerns. Additionally, a Member that is, at the time of
enroll ment receiving a prescription drug that
be permitted t@ontinue to receive that drug if medically necessary.

5.15.2 Members With Service Authorizations (SA)

The Contractor shall honor SAs issued by the Department or its Contractors as provided through
DMAS transition reports aheduraiioMéf BéSewicent r act ed
Authorization orthe duration of the continuity of care perjaghichever comes first. If the

authorization ends before t®ntractor completes tH¢RA, and the provider has requested a
continuation of servicesheContractorshall extend theontinuity of care period until after the

HRA is completed and a new persmenteredndividualizedcareplan has been implemented.

If the authorized service is an inpatient stay, the financial responsibility shall be allocated as

follows: For per diem provider contracts, reimbursement will be shared between the Contractor

and either the Department or the new MCO. In the absence of a written agreement otherwise,

the Contractor and the Department or the new MCO shall each pay forithee gheing which

the Member is enrolled with the entity. For DRG provider contracts, in accordance with the

Section 3.2.4Enrollment Process for Individualdospitalized at Time of Enrolimerthe

Contractor is responsible to pay for the full inpatieogpitalization (admission to discharge),

including for any Member actively enrolled in the MCO on the date of admission, regardless of

the Membersdéd disenroll ment from the MCO durin
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If, as a result of the HRANd ICP development, the Contractor proposes modifications to the
Member 6s Service Authorizations, the Contract
Member and an opportunity for the Member to appeal the proposed modifications.

5.15.3 Members In Nursing Facilities

Members in a Nursing Facility at the time of CCC Plus program enroliment may remain in that
NF as long as they continue to meet DMAS level of care criteria for Nursing Facility care, unless
they or their authorized representatives prefer to move to aehtfBlF or return to the

community. The only reasons for which the Contractor may require a change in NF ighé& (1)
Member requests a chang®), the provider is excluded under State or Federal exclusion
requirementsor (3) due toone ormore deficiegies that constitute immediate jeoghato

resident health or safety, per direction from DMAS, Vrginia Department of Health (VDH)
Office of Licensure and Certification (OL®) Adult Protective Servicd®\PS). Suchreasons

are described in the DMASursing Home Manual, Chapter 142 CFR8 488.410 12VAC30-
20-251, andhttp://www.vdh.virginia.gov/OLC/LongTermCare/survey.htifit is determined

that a NF is not able to safely etéhe needs of a Member (e.g., due to dangerous behaviors) or
because the Member no longer meets the NF level of care requirement, the Contractor shall
continue to pay the facility until the Member is transitioned to a safe and alternate placement.

If an individual resiéhg in a continuing care retirement facility becomes eligibleG&C Plus
andsubsequentlgualifiesfor nursing facility level of care, the Contractor shmlikeevery
reasonable effort to contract with the NF provideratesquitable to other contracted Nursing
Facilities or reimburse the NF at the féar-service rate for this Member. Thentinuing care
nursing facilitymust accept the agreed upon reimbursement as payment in full for this provider.
If the provider refuseto contract with the Contractor or accept theféeeservice rate, only then
may the Contractomove the Menberto a network facility.

Where aMlember who resides in an out of network NF is hospitalized, the Contractor shall allow
the member to returto the out of network NEpon discharge from the hospitahen all of the
following criteria are met:

1 Returning to the nursing facility meets tiembedts preferences and level of care needs;
and,
There is a bed available attheMnb er 6 s pri or NF; and,
The NF will accept thdMember at Medicaid rates (or negotiated rate between the
Contractor and the facility. The negotiated rate must be in accordance witigtired
payment terms for nursing facilities as described in this Contract).

1
1

In the event of a NF closure, or as necessary to protect the health and safety of residents, the
Contractor shall arrange for the safe and orderly transfer of all Members and their personal

effects to another facility. In addition to any notices providgthe facility, the Contractor shall

provide timely written notice inclusive of the required elementi@FR 8§ 483.75 (r) and work
cooperatively with the Departmefar Aging and Rehabilitationncluding the local Departments

of Social Services, thedng Term Care Ombudsman and other state agencies in arranging the
safe relocation of QCare€oodieatoghal coordifate éhe r€lacationr act or
plan and act as a resource manager to other agencies and as a central point of contatteior Me
relocations.
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5.154 Members Who Transition Between Contractors

In accordanceavith 42 CFRS§ 438.208(b)(2)(ii), the Contractor shall implement procedures to
coordinate servicethatthe Contractor furnisheas the Member with the services the Member
receives from any other MCO, PIHP, or PAHPhe Contractor shall transfer SA, HRA, ICP,

and other pertinent information necessary to assure continuity of care to another Contractor, to
DMAS, or its designated entity for Members who transfer to another &otror back to Fee
For-Service. TheSA information shall be provided within three (3) business days from receipt of
the notice of disenroliment to the Contractor inMexdical Transition Report (MTRijnethod

and format specified by the DepartmearéferenceMedical Transition Report (MTR) FileThe
Contractor shalvork with the other MCGQContractorin facilitating a seamless transition for the
Member

5.15.5 Medicaid Expansion Population

The Contractor shall provide a continuity of care periothiofy (30) days for new populations
such as the Medicaid expansion populations, including those receiving services with out of
network providers in accordance with the requirements in this Contract.

The Medicaid expansion population shall maintain tNEXO enroliment when they transition
between the CCC Plus Program and the Medallion 4.0 program without being enrolled in Fee
For-Service Medicaid. As described in Sectiongbl] continuity of care for transitions between
FeeForSer vi ce andweMOOOMC ors biest t hirty (30) days.

The Contractor must honor any Heer-Service authorizations, including those for the GAP
population transitioning on January 1, 2019 (as describ&€hm Transition Special Provisioj)s
and other populations who will hat*eeFor-Service coverage briefly before enrolling in the
Contractor.

516 CARE DELIVERY MODEL POLICY AND PROCEDURES

The Contractor shall submit to the Department for review and approval prior to implementation,
upon revision, or upon request, the poli@esl procedures as specifieerein All policies and
proceadures shalinclude how the Contractor will meet all requirements asdétareughout this
Contract.

5.16.1 Model of Care

The Contractor shall have policies and procedures in place to addressealis of the Model of
Care

5.16.2 HRA and Reassessments

The Contractor shall submit its HRA policies and procedures and HRA tool to the Department
for approval prior to implementatio at revision, or upon request. el@ontractor shall also

include ts policies and procedureslated to theeassessment toahd the reassessment tGol
different than the HRA) that will be used to identify the specialized needs of its Members upon a
triggering event and at specified timeframé@ée Contractdy s  HuRlAeassessment processes
and tools shall describe all of the following required elements.

151



1) The identification strategy, including predictiagodeling software, assessment tools,
referrals, administrative claims data, and other sources of informaticer¢éhased to
prioritize the timeframes for when and how initial HRAs and reassessments and annual
ICP reviews are conducted for each Member (e.g., initial assessment upon enrollment,
reassessments and ICP reviews within prescribed timeframe of last as#ggessm
conducted by phone interview (for temergingvulnerablepopulation), facdo-face,
written form completed by Member, etc.).

2) When the stratification is conducted (e.g., how far in advance of effective date).

3) How the results of the HRAs are usecttmfirm the appropriate stratification level.

4) The personnel who review, analyze, and stratify health care needs (e.g., professionally
knowledgeable and credentialed such as physicians, nurses, restorative therapist,
pharmacist, psychologist, etc.).

5) How the Contractor involves Members, authorized representatives, family Members and
caregivers in the HRA process, including t
documentation, including signatures, to signify that Members, authorized representatives,
and family Members and caregivers understand and consent to the HRA process.

6) Describes efforts the Contractor will use for completing the HRASs for the different
populations, including Members residing in nursing facilities, Members enrolled in the
waivers, and besfforts for the community well population.

7) A description of triggering events and the reassessment process.

5.16.3 MCO Member Health Screening (MMHS)

The Contractor shall submit its MMHS policies and procedures to the Department for approval

within ninety (90) days of the effective date of this contract and, upon revision, or upon request.
The Contractordéds MMHS policies and procedures
elements:

1) The identification strategy, administrative claims dat@nvavailable, and other sources of
information that are used to prioritize the t
conducted for each Member.

2) When the stratification is conducted.
3) The qualifications of the personnel conducting the V8V

4) How the Contractor determines if Members, are capable of participating in the MMHS
process and how authorized representatives, family Members and caregivers are involved in the
MMHS process when appropriate.

5) How the Contractor will provide @nmunication/Interpreter Services as described in
Communication / Interpreter Assistance

Refer to theCCC Plus Technical Manual

5164 ICP

The Contractor shall submit ICP policies and procedures that reflect how the Contractor will
meet therequirements stated in this Contract and:
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1) The method of stratification, the persmentered and culturally competent ICP
development process, and how the ICP development process will incorporate and not
duplicate Targeted Case Management (if applicable).

2) How the Contractor will ensure the Member and family/preferred support system is
engaged in the initial and ongoing development of their ICP and receives any assistance
and accommodations to prepare for and fully participate in the care planning process and
ICP development.

3) How theCare Coordinatowi | | obtain the Member s signat
subsequentpdates and revisions by the ICT or during other contacts with the Member.

4) How the ICT will be involved in the ICP ongoing development laont theCare
Coordinatoreads the development of the comprehensive, parsotered, culturally
competent, individualized I CP that is tail

5) The personnel who review the persmantered ICP and how frequentl\etiCP is
reviewed and revised (g, initially developed by the Bmber andCare Coordinatoand
reviewed/revsed by thdCT, including the Mmber and family/preferred support system
whenever feasible, and ot her peshedlthnmeeds;t spe
reviewed and revised at least annually and as otherwise required, etc.).

6) How the persoitentered ICP is documented and where the documentation is maintained
(e.g., accessible to interdiscipliyaeam, provider network, andévhber either in
original form or copies; maintained in accordance with industry practices such as
preserved from destruction, secured for privacy and confidentiality, etc.).

7) How services included during the continuity of care period are incorporated into the ICP
and howMedically Necessary services will be continued after the continuity of care
period is over.

8) Assurances that the Contractor shall explain the service authorization process to the
Member and that there may be a change in the services provided baseueudBrt
completion.

9) How information from the UAI, when available, will be incorporated into the ICP for
individuals in theCCC Plus Waiver

10)How information from the MMHS will be incorporated in the ICP.

11)The Contractordés pr oc edPBSdataand fwowitvalibeai ng nur
incorporated into the ICP.

12)How the Contractor will incorporate and leverage external existing plans of care (e.g. NF,
Personal Care, ADHC, TCM, etc.)

13)How thelCP isdeveloped, maintained, and monitotecensure all treatmeneeds are
met and that all changes and updates are reflected accurately and timely

5165 ICT

The Contractor shall submit ICT policies and procedures that reflect how the Contractor will
meet the requirements stated in this Contract and:

1) The met hod used to facilitate the particip
representative, and other required participants whenever feasible.
2) How the Contractor wil/ accommodate the Me

location of ICT metngs (e.g., in the home/facility for LTSS Members, transportation to
other locations, etc.).
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3) How the Contractor will coordinate with other existing ICT meetings, including but not
limited to, those held in NFs, ADHC, CSB, etc. Include provider outreatle@duncation
regarding ICT requirements and expectations.

4) How the scheduled ICTs will operate, document, and communicate (e.g., frequency of
meetings, process for documenting proceedi
retention of records, notificatiorad invitations about ICT meetings, dissemination of
ICT reports to all ICT participants and invitees, etc.).

5) Description of the advanced notice that will be provided to the Member and other
required attendees in order to maximize participation (fomgdCT meetings, notice
must be provided at leashe (1) week in advance) and how documentation will be
maintained if an invitee cannot attend.

6) Description of how the ICT will solicit input from required participants who are unable to
participate in theéCT meeting and how these participants will be informed of information
discussed and outcomes of the ICT meeting.

7) The communication mechanism the Contractor institutes to notify the ICT, provider
network, Members, etc. about the HRA and stratificationlte$e.g., written
notification, secure electronic record, etc.).

8) Description how the provider network coordinates with the ICT and the Member to
deliver specialized services (e.g., how care needs are communicated to all stakeholders,
which personnel asses followup is scheduled and performed, how it assures that
specialized services are delivered to the Member in a timely and quality way, how reports
on services delivered are shared with the Contractor and ICT for maintenance of a
complete Member recom@hd incorporation into the care plan, how services are delivered
across care settings and providers, etc.).

9) How the ICT process will be used to empower and support the ICT in proactively
recognizing signs of emerging issues (e.g., depression, faleteskand mechanism for
follow-up on identified risks.

10) Description how the ICT process will interface with trgoing developmertdf a
comprehensive ICP.

5.16.6 Care Coordination Partnerships

The Contractor shall submit policies and proceduresdfigct how the Contractor will meet the
requirements stated in this Contract and a detailed description of how the Care Coordination
Partnerships work within the framework of the
procedures shall address monitorargl oversight of the activities performed by community

partners

5.16.7 Care Coordination

The Contractor shall submit policies and procedures that reflect how the Contractor will meet the
requirements stated in this Contract to provide care coordireticn

1) How all Members shall have access to the following supports: (i) a singieéemlboint
of contact for assistance; (ii) assurance that referrals result in timely appointments; (iii)
communication and education regarding available services andwatgmesources in a
mode and manner that is culturally, developmentally appropriate and that considers the
Member 6s physical and cognitive abilities
developing selimanagement skills to effectively accessl aise services.
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2)

3)

4)

5)

6)

7)

8)

9)

How Members are notified of the name of their assigbae Coordinatarand how to
contact them.

In addition to the required HRAs,-essessments, ICTs, and ICPs, the policy and
procedures shall describe h@are Coordinatarwill work with all Members to ensure
their ongoing care coordination needs are identified and met, using a-perdered
planning approach. The policy and procedures must also describe how the Contractor
will incorporate chronic condition management and diseas®gement into the care
coordination approach for all Memberhe Contractor shall design programs to
proactively provide the support needed to maintament health status and avoid
functional decline.

If the Care Coordinatois not available to th®lember,how theCare Coordinatoshall

be notified by the next business day of any issues/changes/concerns of the Member (this
includes contacts from the Member or the
caregiver made through a Member support lineh@dr clinical triage line that offers

nurse advice and behavioral health crisis response. ShouldtbeCoordinatonot be
available for an extended period of time, bagkcoverage shall be identified and made
avail able by the Contractorés staff.

How theCare Coordinatois made aware of grievances and appeals filel&ybers or
by providers (when providers file an appeal based on a denial of service)

How the Contractor will ensure continuity of care wi@are Coordinatochanges are
made whethemitiated by the Member or by the Contractor.

How providers, including nursing facilities, are notified of the name and contact

M

information of t heir CaréCoerdintaterand any changesiodent s

this assignment.

Describe strategies to: (1) outreach to and engage Members who are hard to
contact/locate (e.g., incorrect address information, missing or incorrect phone number,
Members who are homeless); and (2engage Members who previously refused to
engage in careoordination activities.

Members enrolled in a Waiver or residing

Contacto (UTC) for reporting and care coor

attempts to engage existing LTSS service providers (praviders if not currently
receiving services) in attempts to reach the member. Detailed documentation must be
maintained regarding provider contacts.

10)Describe the strategies the Contractor shall use to document attempted contacts.

ARobocal | g$edtelephoneacalls thandeliver recorded messages will not be an
acceptable form of contacting Membetdpon request, the Contractor shall provide

DMAS with detailed documentation of efforts taken (dates, times, type of attempts made,
etc.) to reach spéic Members and with an explanation of the reason why they were
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unable to successfully reach Members and complete contract deliverables (including
HRAs, ICPs, etc.).

11)Descrile strategies th€ontractor shall use to assiseMbers who are determined to
hawe highrisk behaviors. Safety plans fstembers and Contractor staff shall be
included in the Contractorés policies and

12)How trainingof Care Coordinatais confirmedand verifying that training or any
certifications remain current. Tramg shall include the process for involuntary
admissions.

13)Describenow the Contractor will addres®n-compliance with training bZare
Coordinatos.

14)Annually, at the Departmentodés request, pri
Contractor shall identify the types of training, including the frequency and modes of
training the Contractor will provide to iGare Coordinatar.

5.16.8 Enhanced CareCoordination

The Contractor shall submit policies and procedures that reflect how the Contractor will meet the
requirements stated in this Contract to provide enhanced care coordination functionSttoerits
VulnerableSubpopulation CCC Plus Members and
1) The identification strategy, including predictiagodeling software, assessment tools,
referrals, administrative claims data, and other sources of information that are used to
identify Members meeting criteria for enhanced care coordination.

2) How the ICPwill be developed antdow thelCT will engagethe Member to provide
enhanced care coordination.

3) The Contractor shall have documented procedures to ensure the interface with the BHSA
is conducive to open communication and collaboration in thartest¢st of the
Member 6s integrated care needs

4) The Contractor shall submit to the Department for approval at implementation, at
revision, or upon request, the policies and procedures on discharge planning. The
Contractor shall implement policies and ggdures that (1) ensure timely and effective
treatment and discharge planning; (2) establish the associated documentation standards;
(3) involve the Member; and (4) begin on the day of admission.

5) The Contractor shall submit to the Department for appraviahplementation, at
revision, or upon request, the policies and procedures for its care transition programs.
The policy and procedures should include partnerships with comrrhassd
organizations, the metrics used to measure outcomes associataangifons (e.g.,
hospitalrea d mi ssi on rates), and outcomes dat a.
procedures shall describe the processes, systems, and goals
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5.16.9 Care Coordination and Transitions of Care

The Contractor shall submit policies and pehaes that reflect how the Contractor will meet the
requirements stated in this Contrastelated to transitions of care and discharge planning

51610Coordination with Member 6s Medi care Pl an

In accordancevith 42 CFR§ 438.208(b)(2)(ii), the Contréar shall implement procedures to
coordinate services the Contractor furnishes the Member with the services the Member receives
from any other MCO, PIHP, or PAHP.he Contractor shall submit policies and procedures that
reflect how the Contractor will meghe requirements stated in this Contract related to
coordinating with Medicare Services for Dual eligibidividuals when the Member:

1)1's enroll ed i fSNRpgler, Contractoroés D

2) Is enrolled in a different CC Pl us C o 15NR ptae, < eorollédsira different

heal t h -SNP @ NMeédsareDAdvantage plan, or,
3) Is receiving Medicare via the traditional fe®-service model of service delivery.

5.16.11 Continuity of Care Policy and Procedures

The Contractor shall submit policies and procedures that reflect how the Contractor will meet the
requirements stated in this Contract related to all continuity ofpraxgsions,and:
1) How the Contractor will automatically generate service authorizatoreontinuity of
care for Members whose authorization information is included in the MTR file received
from the Department prior to enrollment and how this information is disseminated
internally and to whom.
2) How the Contractor will notify Members and prders in writing of the continuity of
care authorization, including the service or item, name of the provider, authorized units or
amounts, and authorized dates of service.
3) How the Contractor will ensure Medically Necessary services are continued widpsut g
in care at the end of the continuity of care period and the role @fareeCoordinatoto
ensure services needed on an ongoing basis do not lapse.
4) Outreach efforts to neparticipating providers and pharmacies to ensure services are not
discontinuediuring the continuity of care period.

SECTION5.0 UTILIZATION MANAGEMENT REQUIREMENTS

6.1 GENERAL UTILIZATION MANAGEMENT REQUIREMENTS

TheCo nt r a c progratshall tefiect the UM standardi®m the most current NCQA
accreditationtandards. Th&M program must have mechanisms to detect untigzation

and/or ovetutilization of care including, but not limited to, provider profiléghe Contractor
delegates (subcontracts) responsibilities for UM to a subcontractor, the Contract must have a
mechaism in place to ensure that thiandardslescribed in this Contraate met by the
subcontractor.

At initial contract, annually, upon revision (if any) and upon request, the Contractor shall submit

all applicable policies and procedures to the Depaitfoemeviewregarding itautilization

management (UM) programrlhepolicies and procedureallinclude procedures to evaluate

medical necessity, criteria used, information source, and the process used to review and approve

or deny the provision of servc e s . I n accordance with 42 CFR A
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program must ensure consistent application of review criteria for authorization decisions; and
must consult with the requesting provider when appropriate.

The Contract or 6 £moddttatethratoMembennhasstess ltolall sdrvices

covered under this contraeis described ithe dtachedCCC PlusCoverage Chartin an

amount, duration, and scope that is no less than the amount, duration, and scope for the same
services as providashder FFS Medicaid.

6.2 SERVICE AUTHORIZATION

The Contractor sha#luthorize, arrange, coordinate, and provide to Members all medically
necessary covered serscas specified in this Contrantaccordance with amount, duration, and
scope of coveragelles described in the Attach&@LC PlusCoverage Chart

The Contractor shall ensure thatutdization management policies and procedures meet NCQA
standards In accordance with UM 4: Fact@r the Contractor shall use licensed health care
professiona tomake UM decisiond-or Behavioral Health Services, includi@pmmunity

Mental Health Rehabilitation Services (CMHRS), a clinical interpretation and cljodgment

from a mental health professiongalrequired for service authorization apprevaldeniak. The
Contractor may employ UM reviewers of behavioral health services and CMHRS who are
licensed health care professionals in a state other than Virginia, however those individuals must
be licensed in a state in the United States, the licensebmus good standing, and he/she must
report to a mental health professional who is licensed in Virginiaccordance witthe

Virginia Department of Health Professions (DHP), a Mental Health Professional is a person who
by education and experiencepiofessionally qualified and licensed in Virginia to provide
counseling interventions designed to facilita
development goals and remediate mental, emotional, or behavioral disorders and associated
distresses which iatfere with mental health and development. Refer to:
https://law.lis.virginia.gov/vacode/titiel.1/chapter24/section542400.1/

For ARTS, see Section 4.2.4.1.2.

6.2.1 Service Authorization Policy and Procedures

In accordancevith 42 CFR§ 438.210(b)(1),ie Contr actor 6s aut hori zati
and continuing authorizations sérvices shall follow written policies and procedures and shall

include effective mechanisms to ensure consistent application of review criteria for authorization
decisions.

6.2.2 Medical Necessity Criteria
The Contractor shal |eautlsogzatiorhceteri®ar ptleernatiomalnt 6 s s er
standard(sapproved by the Departmeantmaking medical necessity determinations.

The Contractords medi cal necessity criteria s
Medicaid program criteriancluding quantitative and nequantitative treatment limits, as

indicated in State statutes and regulations, the State Plan, and other State policy rRranuals.

ARTS, referenceSection 4.2.41Cr i t i c al El ements of the. Contrac
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In accordance with 838.236,th&cont r act or 6 s me di shallbeenidecce ssi ty
based and at a minimum
1) Are based on valid and reliable clinical evidence or a consensus of providers in the
particular field;
2) Are adopted in consultation with mvacting health care professionalsi t he Contr ac
service area;
3) Are developed in accordance with standards adopted by national accreditation
organizations;
4) Are wpdated at least annually or as new treatments, applications and technologies are
adoptedas generally accepted professional medical practice;
5) Are evidencebased, if practicable; and,
6) Are gplied in a manner that considers the individual health care needshdéthieer

In accordance with 42 CFR488.236 the Contractor shall use ASAM criggior medical
necessity determinatioriisr all Addiction and Recovery Treatment Services (ARTSny
Memberor contracting provider upon request.

The Contractor shall ensure that coverage decisions are based upon medical necessity and are in
accordancevith 42 CFR §38.210

1) The Contractor shall not arbitrarily deny or reduce the amount, duration, or scope of a
required service solely because of diagnosis, tyjliness, or condition of the Ember.

2) The Contractor may place appropriate limits on a service on the basis of medical
necessity criteria for the purpose of utilization control, provided that the services
furnished can reasonably achieve their purpose.

3) The Contractor shall ensure that cogeraecisions for individuals with ongoing or
chronic conditions or who require lotgrm services and supports are authorized in a
manner that fully supports tiMdembets ongoing need for such services and suppords
considers t he Meitatbns bypvidingisercides anchsapports to m
promoe independence and enhancetreiMb er 6 s abi l ity to | ive i

4) The Contractor shall ensure that coverage decisions for family planning services are
provided in a manner that protects and ésmtheMembets freedom to choose the
method of family planning to be used consistent with 42 CBR1820.

5) The Contractor shall ensure that services are authorized in a manner that supports:

a. the prevention, diagnasiand treatment of adimb e r 6 s codditien.eandfoe |,
disorder, health impairments and/or disability,
ability for aMemberto achieve agappropriate growth and development,
ability for aMemberto attain, maintain, or regain functional capacity,
in the case of EPSDT, correct, maintairaoreliorate a condition.
opportunity foraMemberreceiving longterm services and supports to have access to
the benefits of community living, to achieve pers@mtered goals, and live and work
in the setting of their choice.

coooT

6.2.3 Members \ith Service Authorizations (SA)

The Contractor (the Memberds current MCO) sha
contract covered services and shall honor authorizations by either the Department or a previous
MCO, which are rendered after the enrollmeffiéctive date, in accordance with provisions

described in this ContractNo service (includingcCC Plus Waiveservices) can be reduced
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during thecontinuity of care periord f a Me mber 6s enr ol | ment with t
Contractor shall honor SAs isstl by the Department or its Contractors as provided through

DMAS transition reports and DMASG6 contracted
Authorization orduring the continuity of care peripdhichever comes first. If the authorization

ends befor¢he initial HRA is completed, the continuity of care period continues until after the

HRA is completed and a new persoentered Individualized Care Plan has been implemented.
Reference th€ontinuity of CareSection 5.5 of this Contract.

6.2.4 EPSDT Provisions for Service Authorizations

The Contractor shall submit its EPSDT Review Process Policy and ProcedDia®for

review and approvairior to implementation, upon a revision or as requested.EPISDT

reviewpolicies and procedures must allpvwoviders to contad@are Coordinatarto explore

alternative services, therapies, and resourceglémnberswvhen necessary. No serviaguested
forachildunder2t an be dewxioe® e unesspiaifically noted éimoncovered 0
foutof-netwo r k 6 and/ or @ e x p eCa nmernalesrhumatdrsmusitbe mada d, t h
on the basis of medical necessity.

The Contractor shatiot issue an adverse determination on a service request for a child under age
21 until the case is first reviewed hyphysician who has appropriate expertise in addressing the
chil dés medi cal , heerhsarvidesoandssuppanenadddr #22CFR§r | on g
438.210).

6.2.5 Behavioral Health Services
6.2.5.1 Traditional Behavioral Health Services

The Contractoros medi cal necessity guidelines
for behavioral health servicehall at a minimum, be submitted to DMAS annually for approval

no later tharhirty (30) calendaidays prior to the start of a né@ontract Year, and no later than

thirty (30) calendardays prior to any change.

6.2.5.2 Community Mental Health Rehabilitation Services

The Contractor shall follow theerviceauthorizatioror registratiorrequirementsn accordance
with theguidelines deeloped bythe CMHRS Standardization Wkgroupand posted othe
CMHRS Transition page on ti8MAS websiteat http://www.dmas.virginia.gov/#/cmhrs
ARegi ster o or MR ergvidanttifyiagthe €antractothatean individual will
be receiving services that do not require service authorizalimeretion with the utilization
management requirements describelbl is allowed by the Contractor with DMAS approval,
perprovider payment related provisions in Section 12.4.2vahee based payment provisions
described in Sectioh3.5

Registration vs. | Registration vs.
Community Mental Health Procedure | Authorization Authorization
Rehabilitation Services Code INITIAL CONTINUED
Request STAY Request
Mental Health Case Management H0023 R R
Thgrapeutlc Day Treatment (TDT) for H0035 HA A A
Children
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Registration vs. | Registration vs.
Community Mental Health Procedure| Authorization Authorization
Rehabilitation Services Code INITIAL CONTINUED
Request STAY Request
Day Treatment/ Partial Hospitalization for H0035 HB A A
Adults
Crisis Intervention H0036 R A
Intensive Community Treatment HO039 A R
Mental Health Skillbuilding Services
(MHSS) HO0046 A A
Intensive InRHome H2012 A A
Psychosocial Rehab H2017 A A
Crisis Stabilization H2019 R A
(ABA) / Behavioral Therapy H2033 A A
Mental Health Peer Support Serviges
Individual P H0025 R A
Mental Health Peer Support Serviée&roup | H0024 R A

6.2.6 LTSS

The Contractorods authori zat aMembepsrcworenereeds f or LT
assessment and consi s tcenteted servite plarf@oeeageMecisitne r 6 s p
for LTSS shall be providenh a manner thaguppors a participant in their ability to perform

activities of daily living (ADLs) and instrumental activities of daily living (IADLS). The

Contractor shall cover appropriate LTSS based on needs identified thheughiform

Assessment Instrument (UAI), other comprehensive assessments, and subsequent level of care
reviews.

The Contractor has the discretion to authorize LTSS more broadly in terms of criteria, amount,
duration and scope, if tHEP determines thatuch authorization would provide sufficient value
totheMembe6bs care. Value shall be determined in |
the ICP, considering how the services contribute to the health and independent living of the

Memberin theleast restrictive setting with reduced reliance on emergency department use, acute
inpatient care and institutional LTSS.

6.2.7 Emergency and Family Planning Services

The Contractor must ensure that the service authorization requirements do not apply to
emergency care, family planning servidgasluding access to or quantity limits for long acting
reversible contraceptives (LARC$reventive services, and basic prenatal care.

6.2.8 Early Intervention Services

Service authorizati@shall not be requidefor Early Intervention Service$he Contractor shall
notdeny the EI services authorized in the IFSP, unless the child does not meet El criteria or the
billing provider is not a certified El provideReference Section 4,%arly Intervention (EI) for
additional information.
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6.29 Pharmacy Utilization Management
Referencesection 4.8.pUtilization Management For Pharmacy Services

6.210 Service Authorization Timeframes
6.210.1 StandardAuthorization

Beginning February 1, 2020y1f standard autharation decisionghe Contractor shall, unless
otherwise specified in this contract (i.e., ARTS or Pharmacy specific requirenpeatsjle
written notice as expeditiously as tMembets condition requiresnot to exceed fourteen (14)
calendar dayfollowing receipt of the request for servicejth a possible extension of up to
fourteen(14) additional calendar days, li¢ Member or the provideequests extension; tre
Contractor yistifies (to the State agency upon requitst) theneed for adiional information is
in theMembels interest.

*

A service authorization is not required for hospice services, however the Contractor shall enter
hospice admissions and discharges into the Virginia Medicaid Web Portal no later than two (2)
business days of notification of admission/discharge. Refezdtiod 4.7.9.2 of this Contract.

6.210.2 ExpeditedAuthorization Decision Timeframe

For cases in which a provider indicates, orGoatractordetermines, that following the standard
timeframe could seriously jeopardize tiembetfs life or health or ability to attain, maintain, or
regain maximum function, théontractormust make an expedited authorization decision and
providewritten notice as expeditiously as tMembefs health condition requiregithin the
timeframes described the table belovand no later than 72 hours after receipt of the request for
service. The Contractormay extend th&2-hourtime period by up tdourteen 14) calendar

days if theMemberrequests an extension, or if tGentractorjustifies (to the Ste agency upon
requestYhat theneed for additional information is in tdembetrs interest.

6.2.10.3 Extending Timeframe for Service Authorization Decision

In accordancevith 42 CFR § 438.404(c)(4), if the Contractor meets the criteria set forth for
extending the timeframe for standard service authorization decisions consistent with 42 CFR §
438.210(d)(2)(ii), it must:
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1 Give the Member written notice of the reason for the decision to extend the timeframe
and inform the Member of the right to file a griega if he or she disagrees with that
decision; and,

1 Issue and carry out its determinatioreapeditiouslya s t he Member 6s heal t
requires and no later than the dategki&nsiorexpires.

6.2.10.ANCOA Service Authorization Standards

Beginning February 1, 2020he Contractor shall ensure that its service authorization policies
and procedures meet NCQA standar@ide Contractor is responsible for determining the
classification (i.e., urgent versus norgent) and type (i.e., concurrent versus preservice). This
however does not preclude a provider from indicating the need for an expedited review as
described ir6.2.10.2 Expedited Authorization Decision Timeframé 42 CFRS 438.210(d{2).

Current NCQA service authorization timeliness standards are as follows:

Classification Type Timeliness Extension
Urgent Concurrent 72 hours 14 days
(3 days)
Preservice 72 hours 14 days
(3 days)
Non-urgent Preservice 14 days 14 days
Postservice N/A 30 days 14 days
[BehavioralHeath
Classification Type Timeliness Extension
Urgent Concurrent 72 hours 14 days
(3 days)
Preservice 72 hours 14 days
(3days)
Non-urgent Preservice 14 days 14 days
Postservice N/A 30 days 14 days

Urgent requests are requests for medical care or services where application of the timeframe for
making norurgent or nodlife threatening care determinations could:

T Seriously jeopardize the I|ife or health of
maxi mum function, based on a prudent | ayperl
1 Seriously jeopardize the life, health or safety of the member or others, due to the
member 6s psychological state, or

T I'n the opinion of a practitioneraviwialt h know
condition, would subject the member to adverse health consequences without the care or
treatment that is the subject of the request.

Physical/NorBehavioral Health and Behavioral Healthyre or services to accommodate

transitions betweeimpatient or institutioal setting to home/community shall be considered
urgent preservice requests
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Nonrurgent requests are requests for medical care or services for which application of the time
periods for making a decision does not jeopardize tbefihealth of the member or the
member 6s ability to regain maximum function a

The Contractor will be required to report to the Department on compliance with NCQA Service
Authorization standards. The frequy and format of such reports will be provided in@@C
Plus Technical Manuadr through other separate guidance.

6.2.11 Covered Outpatient Drug Decisions

In accordancevith 42 CFR § 438.3he Contractor shall provide decisions forcalered
outpdient drug authorizatiaby telephone or other telecommunication device witiienty
four (24) hours of arequest forauthorization, in accordance with Secti®27(d)(5)(A) of the
Social SecurityAct.

6.2.12 Adverse Benefit Determination

In accordance with 42 CFR 8§ 438.210, any decision to deny a service authorization request or to
authorize a service in an amount, duration, or scope that is less than requested, must be made by

a health care professional who has appropriate clinical éxgeg i n treating the N
condition or diseasédditionally, the Contractor and its subcontractors are prohibited from

providing compensation to UM staff in a manner so as to provide incentives for the UM staff or

entity to deny, limit, or discontinugedically necessary services to any Memlzdtr.adverse
determinations shall be reviewed by the Contr

In accordance with 42 CFR 8§ 438.210(c), the Contractor shall notify the requesting provider, and
give the Member written notice of any decision to deny a service authorization request, or to
authorize a service in an amount, duration, or scope that is less than requested.

The Contractorshall provide a writterNotice of AlverseBenefitDeterminationto therequesting

provider, andhe Memberfor any decisionby the Contractoratdeny a service authorization

request, or to authorize a service in an amount, duration, or scope that is less than requested.

The Contractor s not i deeialalistafltitles anchqodifications, t he r e a
including specialties, of individals participating in the authorizatioeview, and shallmeet the
requirements o2 CFRS 438.404andCode of Virginia8 32.2137.13 See Section 18.1 of

this Contract

6.2.12.1 Timing of Notice

In accordance with 42 CFR438.404c)the Contractor shathail theadverse benefit
determinatiomotice within the following timeframes

1. For termination, suspension, or reduction of previously authorized Medioaeted
services, within the timeframes specified42 CFR88431.211, 431.213, and 431.214.

2. For service authorization decisions not reached within the timeframes specified in §
438.210(d) (which constitutes a denial and is thus an adverse benefit determination), on
thedate that théimeframes expire.

3. For expedited service authorization decisions, within the timeframes specified in §
438.210(d)(2).
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4. In accordance witd2 CFR $438.404(c)(1)the Contractor shall mail tidotice of
Adverse Benefit Determinatidny the d#e of the action when any of the following occur:
I.  the Member has died;
ii.  the Member submits a signed written statement requesting service termination;
iii.  the Member submits a signed written statement including information that
requires service termination m@duction and indicates that he/she understands
that service termination or reduction will result;
iv.  the Member has been admitted to an institution where he/staigible under
the plan for further services;
v. the Member s addr es s edosretdreetd mailwiihnoed unkn
forwarding address;
vi. theMember is accepted for Medicaid services by another local jurisdiction, state,
territory, orCommonwealth
vii a change in the | evel of medical care i
viii.  theNoticeinvolves an adverse determination with regard to preadmission
saeening requirements of Section 1990() of the Act;or,
ix. thetransfer or discharge from a facility will occur in an expedited fashion.

6.2.13 Appeal Determinations

Decisions to provide albrized medical services required by this Contract shall be based solely
on medical necessity and appropriater{iassl theapplication of EPSDT criteritor those under

age 21). Disputes between the Contractor and Members abdicahreecessity may be

appealed in accordance wigection 15.0Member and Provider Grievancasd Appeals

The Contractoshallauthorize angbrovide services ordered by the Department pursuant to an
appeal from the Contractords gr eparmanhbya pr oces
Member or for emergency services as defined in this Contract.

6.2.74 LTSS Service Reductions and Denials

The Contractor shall report LTSS servie€uctiors, suspensias) or terminatiosto DMAS on a
monthly basis as described in @BECPlus Technical Manual TheDepartment willreview a
sampleot h e Co nlUTESptansofrcaresthat inadea reduction, suspension, or
termination in personal care and/or private duty nursing services to ensure that reductions,
suspensions and termtians were done appropriately. This revieill alsoinclude a
determination of whether, consistent with 42 C&#&38.420, enrollees were provided all appeal
rights afforded through th@ontractorand state fair hearing process with the ability to coetinu
serviceger42 CFR 8 438.420 during the appeal.

6.3 PATIENT UTILIZATION MANAGEMENT & SAFETY (PUMS) PROGRAM

The Contractor must have a Patient UtilizatManagemen& Safety Program (PUMS) intended

to coordinate care and ensure that Members aresaiggesnd utilizing services in an appropriate

manner in accordance with all applicable rule and regulations. The PUMS Program is a

utilization control and care coordination program designed to promote proper medical

management of essential health care.idpot he Member 6 s pl acement i n t
Contractor must refer Members to appropriate
situation.
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6.3.1 PUMS Program Placement

Membersmay be placed into the PUMS program for a period of twelve (12) months when ei
of the following trigger events occurs:

T The Contractoros specific utilization revi
medical and/or billing histories indicates the Member may be accessing or utilizing health
care services inappropriateby, in excess of what is normally medically necessary,
including the minimum specifications as noted below inl613PUMS Placement
Criteria. Note that Members with a cancer diagnosis are excluded. For additional
information regarding ARTS, refer tatp://www.dmas.virginia.gov/#/arts

1 Medical providers or social service agencies provide direct referrals to the Department or
the Contractor.

1 Atthe end of the twelve (12) month period, the Member must-beatiated by the
Contractor to determine if the Member continues to display behavior or patterns that
indicate the Member should remain in the PUMS program.

6.3.1.1 PUMS Placement Critexi

1 (PUMS1)Opioid Use Disorder (OUD) Case Managemernithe Contractormay review any
members receiving OUD angrovidecase management.

o0 Members with any history of opioid overdose(s) in the past three (3) years; ER visits,
inpatient hospitalization, or infiant rehabilitation stay related to OUD in the past
three (3) years; pregnant women with OUD; individuals with OUD with current or
recent involvement (in the past three (3) years) with the criminal justice system: must
be evaluated for case managementrafeired as appropriate;

o Clinical expertise and judgment shall be used to identify and manage any members
the plan determines should be placed in, or remain in, aindcka prescriber or
practice group (“"cluster”).

1 (PUMS?2) High Average Daily Dose > ninety (90) cumulative morphine milligram
equivalents (MME) per day over the past ninety (90) days,

1 (PUMS3) Opioids and Benzodiazepines concurrent ugeat least one (1) Opioid claim and
fourteen (14) day supply of Benzo (in any order),

1 (PUMS4) Doctor and/a Pharmacy Shopping > three (3) prescribers ORthree (3)
pharmacies writing/filling claims for any controlled substance in the past sixty (60) days,

1 (PUMS5) Use of a Controlled Substance with a History of Dependence, Abuse, or
Poisoning/Overdose Any use of a controlled substance in the past sixty (60) days with at
least two (2) occurrences of a medical claim for controlled Substance Abuse or Dependence
in the past three hundred and sifitye (365) days,

1 (PUMSG6) History of Substance Use, Abuse or Depdence or Poisoning/OverdoseAny
Member with a diagnosis of substance use, substance abuse, or substance dependence on any
new* claim in any setting (e.g., ED, pharmacy, inpatient, outpatient, etc.) within the past
sixty (60) days.
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6.3.2 PUMS Program Detils

Once a Member meets the placement requirements, the Contractor may limit a Member to a
single pharmacy, primary care provider, controlled substances prescriber, hospital{for non
emergency hospital services only) argdbna caseby-case basis, other qualified provider types
as determined by the Contractor and the circumstances of the Menht@e€ontractor shall

limit a Member to providers and pharmacies that are credentialed in their network.

If the Member changesfromn ot her heal th plan to the Contr ac
member is enrolled in a PUMS, the Contractor mustveduate thélember within thirty (30)

days to ensure thfdember meets the minimum criteria above for continued placement in the

Cont rsaPtUMS r O

6.33 PUMS Member Rights Notifications and Requirements

The Contractor must, upon placement of a Member into its PUMS program, issue a letter to the
Member that includes the following information:
1) A brief explanation of the PUMS program;
2) A statement that the Member was selected for placement into the program;
3) An explanation that the decision is appealable;
4) A statement that the Contractor shall provide appeals rights to Members placed in the
PUMS Programinformation regarding how the Membmiay submit an appeal request to
t he Contr act or todirebtlg requestalsmte Bas HearaftgrHirst
exhausti ng tabpealp®oesst andiirfarnmatiod regarding hthe Member
gualified for the PUMS based on the minimum crégr
5) A statement clearly outlining the provisions for emergency after hours prescriptions if the
Member 6s sel ected p-hharaotess;gnddoes not have 2
6) A statement indicating the opportunity and mechanisms by which the Member may
choose a pharmacytimary care provider, controlled substance provider, hospital (for
nonremergency hospital services only) and/or, on a-bgssase basis, other qualified
provider types. The language must clearly state that if the Member does not select the
relevant prowlers withinfifteen (15) calendaidays of enrollment into the PUMS
program, the Contractor may select one for the Member.

6.34 Reporting Requirements

1 Annual PUMS Plan
At initial contract, annually, upon revision (if any) and upon request, the Contrhatbr s
submit all applicable policies and procedures to the Department for review, including
clinical protocols used to determine appropriate interventions and referrals to other
services that may be needed (such as substance abuse treatment services, etc.).

1 Summary Report
The Contractor must report a detailed summary of Members enrolled in its PUMS
program on a Monthly basis.

Refer to theARTS Technical Manu#br reporting requirements.
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6.4 ELECTRONIC VISIT VERIFICATION (EVV) SYSTEM

Effective October 1, 2019, The Contractor shall require agdmegted providers that bill for
personal care and respite care services to use an EVV system that will electronically verify and
collect data that meets the requirements consistent with gh€C2htury Cures Act, Section

12006, 42 U.S.C. § 1396(b). At a minimum, the EVV shall capture irtiralthe following

data elements for agendyrected personal care and respite services.

1) Type of service performed

2) The member receiving the service

3) Date of service

4) Time the service begins and ends

5) The location of service delivery at the beginning and the end of the service
6) Employee providing the service

The Contractor must ensure that the providero

1) Securely transmit all EVV raw data elements to the Contractor.

2) Limit authority to modify changes and modifications to service entries. In the event
the time of service delivery needs to be adjusted, the start or end time may be
modified by someone who h#® provider's authority to adjust the attendant's hours.
For agencydirected providers, this may be a supervisor or the agency owner or
designee who has authority to make independent verifications.

3) Support real time access to Members (if Member autteditn is used) and
providers.

4) Be compliant with the requirements of the ADA (as amended, 42 USC § 12101 et
seq.) and HIPAA (P.L. 10291).

5) Retain EVV data for at least six years from the last date of service or as provided by
applicable federal and stdeevs, whichever period is longer. However, if an audit is
initiated within the required retention period, the records shall be retained until the
audit is completed and every exception is resolved. Policies regarding retention of
records shall apply evehthe provider discontinues operation.

The Contractordéds claim processing system shal
services that are not electronically verified and documented using an EVV system.

The Contractor shall submit EVV encoundgata to the Department in a format as defined by the
Department. For technical assistance on submission of EVV encounters refer to the Encounter
Processing System (EPS) Medicaid Enterprise Encounter (MES) Companion guide
(https://eps.dmas.virginia.gov/qustal/#/guides) For 837 Professional Health Care and
Transportation Encounter Transactions.

6.5 NOTIFICATION TO THE DEPARTMENT OF SENTINEL EVENTS

A sentinel event is an unexpected occurrence involving deatiprimarily related to the natural
courseot he patientds i | | nerseiousphysioahodsyctolpgicalg condi
injury, or the risk thereof. Serious injury specifically includes loss of limb or function. The
phrase fior the risk thereof 0 cuwentewdudsarrgany pr
significant chance of a serious adverse outec
signal the need for immediate investigation and response. The Contractor shall maintain a

o
o
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system for identifying and recordinganyMeanb 6 s sent i nel event . The
the Department with reports of sentinel events uiscovery. See th€ CC PlusTechnical
Manualfor details.
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SECTION 7.0 SUBCONTRACTORELEGATION AND
MONITORING REQUIREMENTS

7.1 GENERAL REQUIREMENTS FOR SUBCONTRACTORS

The Contractor may utilize subcontracts with third party administrators (TPAs) for the purpose
of processing claims aratheroperationabr administrative functions. All subcontracts shall
ensure the level and quality of care requueder this Contract. Subcontracts with the

Contractor for delegated administrative and medical services in the areas of planning, finance,
reporting systems, administration, quality assessment, credentiattngdentialing, utilization
management, Membservices, claims processing, or provider services shall be submitted to the
Department at least thirty (30) calendar days prior to their effective date, and then annually or
upon amendment thereafter. This includes subcontracts for transportatiam, veiavioral

health, prescription drugs, or other sersice

The Contractor shall submit a list of all such subcontractors and the services each provides
annually to the Department, or upon request, making note of any changes to subcontracts or
subcontactors. See th€ CC PlusTechnicalManualfor details.

The Gntractor shall ensure thigd subcontractors collect the disclosure of health-celeged

criminal conviction information as required by 42 CFR§ 455.106 and establish policies and
procedureso ensure that applicable criminal convictions are reported timely to the State. The
Contractorshall screen their contractors initially and on an ongoing monthly basis to determine
whether any of them has been excluded from participation in MedicarécatbSCHIP, or

any Federal health care programs (as defined in Section 1128B(f) of the Social Security Act) and
not employ or contract with an individual or entity that has been excluded. The results of said
screenings shall be provideddMASonamorh | v basi ssucdherwotdr 80 i n
section shall refer to all individuals listed on the disclosure form including providers and non
providers such as board members, owners, agents, managing employees, etc.

The Contractor shall ensure that sutiicactors have received proper certification or training to
perform the specific services for which they are contracted. The Contractor shall neither
participate with nor enter into any provider agreement with any individual or entity that has been
excludal from participation in Federal health care programs.

All subcontracts are subject to the Departmen
such approval if the Department determines that a subcontractor fails to meet the requirements of
this Cortract. Subcontracts which require that the subcontractor be responsible for the provision

of covered services and, for the purposes of this Contract, that subcontractor shall be considered
both a subcontractor and network provider.

The Contractor may enter into subcontracts for the provision or administration of any or all

covered services or enhanced services. Subcontracting does not relieve the Contractor of its
responsibilities to the Department or Members under this Contraet D&partment shall hold

the Contractor accountable for all actions of the subcontractor and its providers. Additionally,

for the purposes of this Contract, the subcon
considered providers of the Contractor.
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The Contractor shall provide demonstrable assurances of adequate physical and virtual firewalls
whenever utilizing a TPA. Assurances must include an assessment, performed by an
independent Contractor/third party, that demonstrates proper intercertgeeiih the

Department and that firewalls meet or exceed the industry standard. The Contractor and TPA

shall provide assurances that all service level agreements with the Department will be met or
exceeded. Contractor staff shall be solely respontililee single entity contracted with the
Department.

The Contractor shall give the Department at |#adly (30) calendar days advanced written
notice prior to the termination of any subcontractor agreement. At a minimum, such notice shall
includetheCont ractords intent to change to a new
services, an effective date for termination and/or change, and any other pertinent information that
may be needed. In addition to prior written notice, the Contractor shalbrdside the

Department with a transition plan upon request, which shall include, at a minimum, information

S

regarding how continuity of the project shal
shall also include provisions to notify impacted otgmtially impacted provider(s).

The Contractor shall ensure that any contracts or agreements with all Subcontractors performing
functions on the Contractordés behalf ane i
accordance with 42 CFR &88.3 and438.230 All subcontracts entered into pursuant to this
Contract shall meet the following delegation and monitoring requirements and are subject to
audit by the Dpartment.

7.2

DELEGATION REQUIREMENTS

1)

2) Subcontacts shall fulfill the requirements of this Contract and applicable Federal and

3)

4)

5)

6)

7

8)

All subcontracts shall be in writing;

State laws and regulations;

Shall require the Subcontractor to require its provider contracts to comply with all
provider provisions of this Contract and applicable FedeidiState laws and
regulations;

n

Subcontracts shall specify the activities and reporting responsibilities delegated to the

subcontractor;

Subcontracts shall provide that the Department may evaluate through inspection or
other means, the quality, appropriaes, and timeliness of services performed under
the subcontract;

Subcontracts shall clearly state that the subcontrabfcomply with Member

privacy protections described in HIPAA regulations and in Title 45 CFR parts 160
and 164, subparts A and E; and

Subcontracts shall provide provisions for revoking delegation or imposing sanctions
in the event t harformanbeasinadedquatey and ensuctllo r 6 s
information necessary for the reimbursement of any outstanding Medicaid claims is
supplied promptly.

Subcontracts shatirovide that the State, CMS, the Office of the Inspector General,
the Comptroller General, artldeir designees may, at any time, inspect and audit any
records or documents of tkieo n t r aubctootracboss, and may, at any time,
inspect the premises, physical facilities, and equipment where Medatatdd

activities or work is conducted. The higto audit under this section exists {ten) 10
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years from the final date of the contract period or from the date of completion of any
audit, whichever is later.

7.3 MONITORING REQUIREMENTS

1) The Contractor shall perform agoing monitoring of all subcoractors and shall
assure compliance with subcontract requirements.

2) The Contractor shall perform a formal performance review of all subcontractors at
least annually.

3) The Contractor shall monitor encounter data of its subcontractor before the data is
submited to the Department. The Contractor shall apply certain key edits to the data
to ensure accuracy and completeness. These edits shall include, but not be limited to,
Member and provider identification numbers, dates of service, diagnosis and
procedure cdes, etc.

4) The Contractor shall monitor the subcontr
and recredentialing policies and procedures to assure compliance with Federal
disclosure requirements described in this Contract, with respect to disclosure of
information regarding ownership and control, business transactions, and criminal
convictions for crimes against federally funded health care programs. Additionally,
the Contractor shall monitor to assure that the subcontractor complies with
requirements ioprohibited affiliations with individuals or entities excluded from
participating in Federal health care programs as described in this Contract.

5) As a result of monitoring activities conducted by the Contractor (througoiog
monitoring and/or annuaéview), the Contractor shall identify to the subcontractor
deficiencies or areas for improvement, and shall require the subcontractor to take
appropriate corrective action.

6) The Contractor shall perform an annual review on all subcontractors to assuhe tha
health care professionals under contract with the subcontractor are qualified to
perform the services covered under this contract.

7.4 DATA SHARING CAPABILITIES

The Contractor shall ensure that the interface betweendah&aCtor and itsubcontractors
includesdata sharing capabilities, and ensuhat data sharing occurs timely and effedinand
remains seamless to theember. The interfacghallinclude a viable means of exchanging
clinical, authorization, and service informatiortveeen the Contractor and its subcontractors.

7.5 BEHAVIORAL HEALTH SERVICES ADMINISTRATOR

The Contractor shaflign acontractagreemenfrefer to Attachment 8 BHSA/CCC Plus

Coordination Agreemehtvi t h t he Depart ment 6 s nBlat8S hanthMa gel | a
effective date of this Contract. Suahreemenshall include provisiont work cooperatively

on behalf of CCC PlugrogramMembers to coordinate cairea manner that fully supports

timely access to appropriate persmntered services through a seamless continuum of care that

is based on the dividual clinical needs of the &mber.

The Contractor shall ensure tlzaordination efforts occur for Mdmers as needed and on a
frequent and ogoing basis with the BHSA for Members in need of or receiving those services
currertly carved out of managedcafear e coor di nation activities Db
Coordinator and the BHSA shall ensure:

1) Comprehensive care planning;
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2) Necessary crisis services;
3) Provider collaboration; and,
4) On-going monitoring.

The agreement between the Contractor and the BHSA shall include procedures to share specific
points of contact with names and contact informatiora primary and backp behavioral

healthCare Coordinatofor use by the Department, the BHSA, and the Contractor as necessary
for care coordination purposes.

The Contractor and the Departmentds BHSA shal
Departmento expand these care coordination policy and procedures as needed to facilitate

highly effective and efficient referral, care coordination, and treatment arrangements; to improve
quality of care; and to eliminate duplicative services or conflictingrtreat plans, on behalf of
Members served by the Contractor and the Depa

Care coordination opportunitigéisat shall be included in the agreemieetween the Contractor
and the BHSA shall include, but are not limited to, the following circumestst

1) Receiving referrals for services covered under this Contract from the BHSA;

2) Providingcare coorthation assistance along witferrak for Memberswith special
medicalandbr behavioral health needs, higbk cases, andtloer circumstances as
warranted;

3) Ensuringwarm transfer of telephone calls frdviembersto the correct entity and
collaboratived i scussi ons b e tCare@ardinatbaad thd 8mSiA.e r 0 s

4) Facilitating effective transition and cimuity of care for Members whmove between
fee-for-serviceand CCC Plus enrollm&rmor whomove between levels of care managed
by the Contractor and BHSA, or who need or receive services concurrently through the
Contractor and the BHSA;

5) Sharing clinically relevant information for care coordination psgs in a manner that
complies with State and Federal confidentiality regulations, including: HIPAA
regulations at 45 CFR parts 1664, allowing for the exchange of clinically relevant
information for care coordination of services (i.e., without the éedpatient release of
information form), and Federal regulations at 42 G~R31(a) pertaining to substance
abuse preventing and ttegent services, which requireselhber consent, and where
such consent must include theMnb er 6 s name, themfermatiendocbe i pt i on
disclosed, the identity of the person or class of persons who may disclose the information
and to whom it may be disclosed, a description of the purpose of the disclosure, an
expiration date for the authorization, and the signattitieeoperson authorizing the
di sclosure. [ Member consent is not require
when required by law (coudrdered warrants, law enforcement); when appropriate to
notify authorities about victims of abuse, neglect, @andstic violence; and, when
necessary to prevent or lessen serious and imminent threat to a person or the public,
where information shared must be limited as needed to accomplish the purpose.]
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